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FISCAL YEAR 1996 DEPARTMENT OF 
VETERANS AFFAIRS BUDGET 


FRIDAY, FEBRUARY 24, 1996 

House of Representatives, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The committee met, pursuant to call, at 9 a.m., in room 334, 
Cannon House Office Building, Hon. Bob Stump (chairman of the 
committee) presiding. 

Present: Representatives Stump, Bilirakis, Spence, Hutchinson, 
Everett, Buyer, Quinn, Bachus, Steams, Ney, Fox, Flanagan, Barr, 
Weller, Hayworth, Cooley, Schaefer, Montgomery, Evans, Kennedy, 
Edwards, Waters, Clement, Filner, Tejeda, Gutierrez, Baesler, 
Bishop, C!lybum, Brown of Florida and Doyle. 

OPENING STATEMENT OF CHAIRMAN STUMP 

The Chairman. The committee will please come to order. 

Today we are meeting to hear testimony on the budget for fiscal 
year 1996. As you know, this meeting had been scheduled for last 
Wednesday, but because there are eight Members on this commit- 
tee, the meeting overlapped with the Armed Services Committee, 
so we changed it to today; and I Mpreciate everybody’s indulgence. 

I especially want to thaidc the Secretary and the rest of our wit- 
nesses for being able to change their schedule on such short notice. 
Unfortunately, there are two witnesses that couldn’t do that and 
will not be with us, the Honorable Frank Nebeker and the Honor- 
able Preston Taylor, Assistant Secretapr for Veterans Emplojnnent 
and Training, could not be here. So without objection, I would like 
to include their presentations in the record. 

[The statement of Mr. Nebeker appears on p. 93.] 

[The statement of Mr. Taylor appears on p. 97.] 

The Chairman. We will have three panels before us today. First, 
Secretary Brown. Next, the Independent Budget Panel with rep- 
resentatives from the Veterans of Foreign Wars, the Paralyzed Vet- 
erans of America, the Disabled American Veterans, and AMVETS; 
and third, we will hear from the American Legion and Non Com- 
missioned Officers Association. 

I was going to introduce Dan Schaefer, but I don’t see him out 
here. Later, we have a new Member to introduce. 

Since we do have so many new Members here, I would like to 
say a few comments about our Secretary, if I could, please. Jesse 
Brown is a Marine, a combat veteran of Vietnam, wounded in Viet- 
nam, and he has been a tireless advocate for veterans’ problems his 
entire professional career. 


( 1 ) 
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He joined the staff of the Disabled Veterans Association in 1967, 
working his way up to Executive Director through 1989; and then, 
of course, he was sworn in as Secretary in January of 1993. 

Mr. Secretary, I understand that you personally appealed to the 
President for a better budget than came out of 0MB, and we want 
you to know that we are very grateful for that. I commend you for 
your efforts and observe that the overall increase of nearly $1.3 bil- 
lion is certainly an improvement over last year’s budget request; 
and once again, we thank you for that. 

Before we turn to you, Mr. Secretary, I would like to turn to my 
good friend. Ranking Member Sonny Montgomery. 

[The prepared statement of Chairman Stump appears on p. 65.] 

OPENING STATEMENT OF HON. G.V. (SONNY) MONTGOMERY 

Mr. Montgomery. Thank you, Mr. Chairman. I join you in wel- 
coming Secretary Brown and the other people at the witness table. 
I want to commend you. I was one of two Members of (Congress at 
the ceremony of Iwo Jima last Sunday, and you certainly made 
some very fine comments, and I want to commend you for that. 

I want to say that we all agree with a common belief that bene- 
fits for veterans are among the most important functions of govern- 
ment. What else can you give your coimtry when you march off to 
war and you really don’t know whether you will come back? 

When the administration looked to cut the number of VA person- 
nel providing direct health care for our new members, we success- 
fully turned this policy around, so that we didn’t lose that many 
FTEs out of our hospitals, that couldn’t have functioned if this 
Reinventing Government had been pushed onto our veterems’ pro- 
grams. We nave also worked together to fight for adequate budgets, 
and I believe this budget is fair. 

Mr. Secretary, I hope you will cover it today. Coming out of the 
Appropriations Committee of the House last night — some rescis- 
sions were made that show $50 million coming out of medical 
equipment and $156 million out of VA construction; and I hope you 
Eire prepared to maybe make some comments on these rescission 
cuts. We would like to hear from you about that. 

I want to express my strong opposition to the administration’s 
proposed which would deny half of the future cost-of-living adjust- 
ments, COLAs, to persons going to school under the GI bill. I feel 
very strongly about this. ’ITiere is a good possibility that the Pell 
grants, where you don’t have any obligations to your country; the 
Perkins loans, that they don’t even pay back; and then the Na- 
tional Service Program will receive increased funding. Yet the 
young men and women who march off to militEuy service and serve 
for 3 years, may receive a reduced budget. This also affects the Na- 
tional GuEird and Reserve GI Bill. ’This is one of the best recruiting 
tools we have for the milita^, the GI bill, Eind it hasn’t cost the 
tsucpayers a nickel up until this year. It cost $1,200 to the 
seviceman and woman; who enrolled in the program Euid that has 
paid for this progrsim. 

I think this is a fair budget. I Eim hopeful that we ceui do a little 
increase in medical care, suid help out on research and also the na- 
tional cemeteries. But I do hope you would touch on the rescissions 
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that have come through from the Appropriations Committee. We 
are concerned about that. 

And thank you, Mr. Chairman. 

(The prepared statement of Congressman Montgomery appears 
on p. 70.] 

Trie Chairman. Thank you, Sonny. 

Mr. Secretary, we are going to change procedures just a little bit. 
Rather than going to individual Members now, we are going to go 
to you and let you proceed in any way you see fit; and then we will 
go to the Members for opening statements and/or questions under 
the 5-minute rule in the order that they were in the room when 
the gavel came down. 

(The prepared statement of Congressman Weller appears on p. 

75. ) 

(The prepared statement of Congressman Filner appears on p. 

76. ] 

The Chairman. Mr. Secretary, we ask you to proceed as you see 
fit imd we welcome you this morning. 

STATEMENTS OF HON. JESSE BROWN, SECRETARY, U.S. DE- 
PARTMENT OF VETERANS AFFAIRS, ACCOMPANIED BY 
HERSHEL GOBER, DEPUTY SECRETARY; KENNETH W. KIZER, 
M.D., UNDER SECRETARY FOR HEALTH; R.J, VOGEL, UNDER 
SECRETARY FOR BENEFITS; JERRY W. BOWEN, NATIONAL 
CEMETERY SYSTEM DIRECTOR; D. MARK CATLETT, ASSIST- 
ANT SECRETARY FOR MANAGEMENT; AND MARY LOU KEEN- 
ER, GENERAL COUNSEL 

Secretary Brown. Thank you so very much, Mr. Chairman. I 
really do appreciate those kind remarks that you made about me 
and my life’s work. 

The Chairman. Mr. Secretary, would you pull the microphone a 
little closer, please? 

Thank you. 

Secreta^ BROWN. Again, thank you very much, Mr. Chairman. 
I do certainly appreciate those very kind introductory remarks. Be- 
fore I present my oral testimony, I would like to respond to Mr. 
Montgomei^s ^estion with respect to the rescissions that were re- 
ported in The Washington Post this morning and also in the Con- 
CTessional Record, where there is a proposal to rescind the Colum- 
bus, Missouri project; the Gainesville project; Hampton, VA; Or- 
lando; Puerto Rico; West Haven, CT, for a total of $167 million. 
Quite frankly, I was very, very shocked to see that. And I was 
shocked because, in my view, it undermines our ability to be where 
we should be. 

As you know, VA has to be as flexible as it can in order to take 
advantage of changes in treatment modalities. We can look at VA’s 
pattern of providing care and we see consistently that the number 
of inpatients is going down each and every day, and at the same 
time, the number of outpatients is increasing; and that represents 
a tremendous savings. 

That is what is happening all throughout America. And, unfortu- 
nately, if we do not have these projects, we are not going to be able 
to accommodate the people coming to us for care in an outpatient 
or ambulatory care setting. 
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I was just in Wilmington, DE at our hospital yesterday and there 
were himdreds of people in the hallways coming to take advantage 
of outpatient care. We are moving tow^l^d primary care, and as a 
result, it is putting a tremendous strain on our system. And there- 
fore, I believe that to rescind these projects, quite frankly, is 
wrong. And I must say that this is the first time that I have seen 
an approach like this — in my view, it comes right at the veteran. 

This is the first time that someone is actually proposing to take 
something away that is good for our veterans; and I hope we are 
able to reverse this proposal, because it is certainly not in our best 
interests. 

Also, there is an effort to reduce by $50 million funding to reduce 
our equipment backlog. With respect to that, I am concerned. We 
have somewhere around $800 million in equipment bacMog and we 
took $50 million out of the $111 million that the Congress wsis kind 
enough to provide to us in the 1995 budget and allocated that to 
reduce this equipment backlog. We are doing the same thing in our 
1996 budget. I hope we do not see a trend about to develop with 
respect to reducing veterans’ programs. 

Mr. Chairman, I certainly do appreciate this opportunity to 
present to this committee the President’s 1996 budget request for 
the Department of Veterans Affairs. 

I am excited about VA’s budget of $39.5 billion, which is an in- 
crease, as you have mentioned, of $1.3 billion over fiscal year 1995. 
In a nutshell, it is a good budget. Again this year, VA fought hsu-d 
for the resources we need to provide adequate services for our vet- 
erans. As you again pointed out, I met with the President twice 
about the VA’s budget and the result was a substemtial increase. 

VA continues to provide three basic services to this Nation’s 
nearly 27 million veterans. These services EU'e very simple, but they 
are veiy important. They are: providing quality health care, deliv- 
ering timely benefits, and burying our veterans with dignity. 

The VA’s budget contains $17 billion for medical care, an in- 
crease of $747 million over the current year. This $17 billion will 
support 201,254 employees and provide care to 2.9 million patients. 
With this frinding, we will provide more than 1 million episodes of 
inpatient care and 26.3 million outpatient visits. That, again, is an 
illustration of why we need to expand our an.bulatory centers 
throughout the country if we are going to take care of our World 
War II, World War I, Korean War, Vietnam veterans, and all of our 
veterans who have served and are eligible for care from VA. 

We will furnish care to 43,000 more veterans in 1996 than we 
will in 1995. We will open three nursing homes, a replacement 
medical center in Detroit, a spinal cord injury center and a 240-bed 
psychiatric facility. 

The challenge is clear. We must continue our commitment to pro- 
vide quality care to our veterans. That is why we are developing 
a new health care management structure. 

Our new Under Secretary for Health, a m-eat man. Dr. Ken 
Kizer, has been working hard on a system designed to meet the 
needs of veterans rather than the needs of individual facilities. It 
is based on networks that will function as planning, budgeting and 
operational units. Structuring management in this way will pro- 
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mote creativity, help us meet the expected workload, and generate 
savings through efficiency. 

I will be submitting a reorganizational plan for your approval, 
Mr. Chairman, in the very near future. 

Funding for research will increase from $252 million to $257 mil- 
lion in 1996. As one who understands the importance of research 
to the quality of care VA provides, I am extremely pleased with 
this proposed increase. 

Major construction is increased by 45 percent to almost $514 mil- 
lion, and minor construction has increased by 50 percent to $229 
million. The major construction funding fiilly meets our long-term 
commitments to build another new medical center in Brevard 
County, Florida, and a replacement facility in California at Travis 
Air Force Base. The minor construction increase focuses on badly 
needed improvements in inpatient environment. 

Since becoming Secretary for Veterans Affairs, Mr Chairman, I 
have traveled to more than 37 States, and I must tell you, sir, that 
I am very upset by having observed, firsthand, the unacceptable 
living conditions I have foimd in a number of our facilities. I am 
talking about things like the lack of private bathrooms for our 
women, and veteran patients receiving their care in 16-bed wards 
instead of private and semiprivate rooms, and the lack of bedside 
telephones for our patients. We need to bring our facilities up to 
community standeiras. 

The 1996 construction budget will fully fund — fully fund, sir, five 
projects that address these deficiencies and will allow us to bring, 
as I have said, our facilities up to community standards. 

The compensation and pensions account reflects an appropriation 
request of $17.6 billion. This includes $170.9 million of the pro- 
jected costs of the U.S. Supreme Court decision of Gardner v. 
Brown, lliat decision, as you know, sir, invalidated one aspect of 
VA’s interpretation of the law authorizing compensation for veter- 
ans disabled by medical treatment. 

In the area of claims processing for benefits, I am happy to re- 
port that we have made great process in reducing our processing 
time. With this budget, we will reduce processing time for original 
compensation claims from 212 days in 1994 to 140 days in 1996. 
That is a reduction of more than a third; and I also, sir, want you 
to know that we are working toward a goal of 106 days by 1998. 

The Board of Vetereuis’ Appeals is working hard. They are work- 
ing hard and will continue to address the unacceptable amount of 
time it takes to process an appeal. In fiscal year 1996, we are re- 
questing 28 additional positions which would increase the Board’s 
staff to 477. We expect a reduction in average response time from 
745 days to 687 days. Now, I recognize that this is still unaccept- 
able, but the point here is that we are moving in the right direc- 
tion; and I think we must continue to have the resources that will 
allow us to continue to manage this problem, as opposed to having 
the problem manage us at the Board of Veterans’ Appeals. 

As you will note, the Administration has also proposed legisla- 
tion to extend through fiscal year 2000 the VA’s provisions enacted 
in OBRA 1993. This will result in savings of nearly $3 billion. 

In summary, Mr. Chairman, the challenges before us are great. 
Our goals remain the same, however; the b^est service we can give 
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to our veterans. I look forward to working with you, as I have in 
the past, and the members of this committee to honor the commit- 
ment we have made to our Nation’s veterans. 

Mr. Chairman, this concludes my statement and I now will re- 
spond to any questions that you or members of the committee may 
have. 

[The prepared statement of Secretary Brown appears on p. 110.) 

The Chairman. Thank you, Mr. Secretary, for that presentation. 

Before we go on, I would like to take this opportunity to intro- 
duce our newest member of the committee, Dan Schaefer from Col- 
orado. Dan has been a hard worker on behalf of the veterans in 
this country, and we welcome him to this committee. We know that 
he will be an asset. 

OPENING STATEMENT OF HON. DAN SCHAEFER 

Mr. Schaefer. Well, I thank you, Mr. Chairman, and certainly 
the Ranking Member, Mr. Montgomery. As both individuals know, 
I have been trying to get on this committee for a long period of 
time. 

On behalf of the 400,000-plus veterans in the State of Colorado, 
I was glad to hear the Secretary’s statement this morning pertain- 
ing to health care, particularly when we are looking at that possi- 
bility of closing Fitzsimons Anay Medical Center in Denver which 
serves 12 States. As the Secretary also knows, we have been work- 
ing very hard on the parking facilities at our veterans’ hospital in 
downtown Denver which are atrocious. We hope that we can solve 
some of these problems, and I do appreciate the Chair. Also, thank 
you for your efforts and Mr. Montgomery’s efforts in getting me on 
this committee. 

The Chairman. Thank you. And welcome ageiin to the committee. 

In order that we can proceed as rapidly as possible this morning, 
we are going to adhere strictly to the 5-minute rule, both for your 
questions and your answers. If you would try to abide by ^at, we 
will move along. The Secretary is under certain time constraints. 
As you know, we have gone in an hour earlier this morning in an- 
ticipation, and hopefully we can finish this hearing before noon 
with our three panels. 

Before turning to my Ranking Member, Mr. Secretary, let me ask 
you a question. Would you agree with estimates indicating that as 
much as 40 percent of VA hospital admissions, may be inappropri- 
ate? 

Secretary Brown. I can’t respond to that. I am going to ask Dr. 
Kizer to respond to that one. 

Dr. Kizer. Sir, in the review that I have been able to complete 
so far, in my short tenure in the position, that figure may apply 
at some facilities. I know that at other facilities that would be 
markedly less. And, of course many of these inappropriate admis- 
sions relate to the unusual requirements of eligibility rules that 
favor inpatient care over often more medically appropriate and 
more efficient delivery of the same service in an outpatient setting. 
But that option is not available for many VA patients, depending 
on the individual veterEui’s eligibility status. 

The Chairman. Thank you. 
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Well, the Secretary mentioned in his opening remarks that the 
inpatient percentage is down, outpatient is up; and of course, that 
is what we are going to try to strive for up here. But would you, 
Mr. Secretary — one more quick question — explain how eligibility 
reform could help this situation? 

Secretary Brown. Yes, sir. I think Dr. Kizer gave an example. 
Let me give a couple of examples to illustrate that the way we con- 
duct business and our lack of flexibility really doesn’t make sense 
in a modem society. 

Let us say, for instance, an individual who is eligible for care 
from VA breaJcs his foot and he comes to the VA and we put a cast 
on that foot in an outpatient clinic. In order for us to legally give 
that individual crutches, we have to admit him to the hospital. 
That doesn’t make any sense at all. So that is an indication of why 
we need eligibility reform — so that we can take advantage of mod- 
em efficient ways of delivering health care. 

One other example. Let us take, for instance, a veteran who lost 
his leg below the knee in World War II, or Vietnam — it doesn’t 
matter — Korea. He breaks his prosthetic device. He can come to VA 
and say, I need a new prosthesis. While he is there, the doctors 
say, let’s take a look at you, and they give him a blood pressure 
test to check for hypertension. 'They find, let’s say, his blood pres- 
sure is somewhere around 150 over 100. It is high, but not high 
enough for him to be hospitalized. They can only say to that man, 
find yourself a physician to look out for you and to manage your 
blood pressure. 

And let’s say for the purpose of this discussion that he walks out 
of the VA building and has a stroke right there. Then we can bring 
him into the hospital and give him everything he needs. It woidd 
have been much cheaper to have said, look, you have hypertension 
and we need to manage it, minimizing the potential of you ending 
up having a stroke. 

The same thing with diabetes and so forth, particularly to our 
patients, who tend to be much older than the average patient in 
our society. 

So those are examples of why we desperately need to have eligi- 
bility reform and we desperately need to move away as rapidly as 
we possibly can from inpatient care to outpatient care. That is 
where the savings are, and that is really what is good medicine in 
this covmtry and, in fact, I think good medicine throughout the 
world. 

The Chairman. Thank you, sir. As you know, that is going to be 
probably the number one priority of this committee, to try to move 
towards outpatient care, because we can save many, many dollars 
by doing that. 

I apologize to you, sir, for not allowing you to introduce your as- 
sistants with you. If you would, before we go on to Mr. Montgom- 
ery. 

Secretary Brown. Yes, sir. Mr. Chairman, I have Mr. Vogel, our 
Benefits Director; Mark Catlett, our resources and money man; we 
have Mr. Gober, he is our chief executive officer; and Ken Kizer, 
the newest member of our team. And I am so proud of this man; 
he is Under Secretary for Health. He has brought us so much won- 
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derful experience and background, and a whole, new, refreshing ap- 
proach to VA. I feel very proud to have him on our staff. 

And we have Jerry Bowen, who is the Director of our Cemetery 
Service, Mr. Chairman. 

The Chairman. Welcome, gentlemen. Mr. Montgomery. 

Mr. Montgomery. Thank you. 

Thank you. Dr. Kizer. I have got a problem for you in just a few 
minutes here. I have two questions and then brief answers to stay 
within my 5 minutes. 

Mr. Secretary, you, like I and others on this committee, are con- 
cerned about the rescissions that the Appropriations Committee 
has brought forward. We will probably need your help on this side, 
maybe on that side, too, because it will affect some of our Members; 
there have been recommendations of not going ahead with con- 
struction. So I assume you will help us and give us the information 
that we need. 

Secretary Brown. Yes, sir. You have my 100 — no, my 1,000 per- 
cent support on this. This is so important to our veterans. It is im- 
portant to do what is right for these guys. 

We have spent the last 50 years talking about how well they per- 
formed for us during World War II, when we lost 400,000 of them 
on the fields of battle, and 700,000 came back home wounded and 
disabled. We need to show our respect to them and we need to 
show that we appreciate the contributions and sacrihces they have 
made to the Nation. And we can do this by providing them good, 
comprehensive, quality care. 

Mr. Montgomery. Thank you. 

My second question really follows up on regulations you have 
that you have to put an individual from outpatient into the hos- 
pital if the individual needs crutches. Now, my own VA hospital in 
Mississippi gave a penile implant to a child molester who had just 
gotten out of jail for child molesting, a 4-year sentence. Maybe the 
veteran was eligible. But the people are quite upset about that, 
that this procedure has been done. And it leaves the hospital in 
Mississippi setting up a committee to look at procedures like this. 
And I certainly hope it won’t happen agedn in our other 170 hos- 
pitals where a child molester would get this penile implant, and 
you don’t know what might happen after that. 

So I hope you will take care of it and notify the other 170 hos- 
pitals, let’s don’t let this happen again. I know you are going to tell 
me, imder the law this individual is eligible. I don’t think he ever 
heard a shot fired in combat, but because of a diabetic condition 
he becomes eligible. 

But we just can’t let this go on, and I hope we don’t have to move 
the legislation, but this shouldn’t happen again. 

Secretary Brown. Mr. Montgomery, let me just make a couple of 
observations about that. 'There are three things that really bother 
me in our society today. When I was a yoimg boy coming up, the 
three groups of people that were always safe on our streets — emd 
I came up on the streets of Chicago — were the elderly, our children, 
and those disabled. It appears now that we are living in a time 
when they are the most vulnerable. We as a society have an obliga- 
tion to protect them. 



9 


And having said that, I would also say with respect to this par- 
ticular individual that I am sure he is very happy that I am not 
a doctor and that it was not my right hand that performed the sur- 
gery. But we have to place this in its proper context, and that is, 
as you so rightly pointed out, he is entitled to this care by virtue 
of his service-connected disability. As such, we have a responsibil- 
ity to separate his crime and his conduct, unacceptable conduct, 
from what he is entitled to from the VA. But I would be veiy, very 
cooperative in talking with you and members of this committee to 
try to find a solution that would be satisfactory. 

The Chairman. Let me say to the Members that if you don’t have 
enough time to get all of your questions in the 5 minutes, we will 
try a second go-round if time allows, or you are welcome to submit 
them for the record. Mr. Bilirakis. 

OPENING STATEMENT OF HON. MICHAEL BILIRAKIS 

Mr. Bilirakis. Thank you, Mr. Chairman. These are the rescis- 
sion areas involving Florida’s projects, although it includes a few 
others too. 

Well, in the interest of time, sir, I have an opening statement 
that I would like to ask unanimous consent be inserted in the 
record and join you, of course, in welcoming the Secretary and his 
staff. 

The Chairman. Without objection. 

Mr. Bilirakis. I would like to apologize in advance. I have to tes- 
tify before the Rules Committee on risk assessment and will be 
leaving when I have to, but certainly not before then. 

Mr. Secretary, I was advised just about the time that you started 
to testify that part of the rescission is going to be the spinal cord 
injury working drawings, the construction drawings for the spinal 
cord injury center in Tampa, FL. We have been trying to get that 
on course for many, many years, as you know. You and I have 
talked about it before — and this, of course, is not your doing, but 
the center isn’t part of your nejd; year’s budget. But that is okay, 
because we are really not at the point where we need that money 
anyhow. But that $4 million, as little as it is, is very, very impor- 
tant to us. I am hoping you will be able to help us there. 

Mr. Chairman, last year I was part of, as you know, the biparti- 
san coalition to work up a health care plan. I was just amazed, and 
maybe I shouldn’t have been, but I was amazed at the attitude of 
some of the Members of my coalition committee when it came to 
talk about veterans’ health care. Why should they be treated any 
differently and that sort of thing; that is what the hell we are going 
through. 

And I know when we had the national commander here last 
week to testify, only a few days ago he talked about the special cat- 
egory that veterans are in. And unfortunately, we have too many 
Members of this Confess who continue to pay no attention to that. 

Nobody in our society — I mean, you rate social security, and I 
will defend it to the death, obviously; and you rate medicare be- 
cause we put into it because you reach a certain age. You haven’t 
really done anything to deserve it; you reach a certain age, you get 
it, because we set it up as a contract a long time ago and we should 
continue with that. 
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But when it comes to veterans, by God they rate it by what they 
have done, the hardships and that sort of thing. But we forget that 
the cost of war continue after the end of that war. 

I would ask you, sir, getting back to the elimbility reform — in 
some of these instances that I still call him “Chairman,” I know 
Bob doesn’t mind if I continue to call Mr. Montgomery “Chairman.” 
The need for eligibility reform, how much of that is the fault of leg- 
islation? I mean, is it just that we have set up eligibility in such 
a tight manner that in spite of the fact it catches situations such 
as tJiese you mentioned, and Mr. Montgomery mentioned, there is 
no flexibility, there isn’t enough flexibility to do what common 
sense dictates? 

Secretary Brown. You actually stated it correctly. It is a direct 
result of legislation, a patched approach in legislation that has 
taken place over the last 30 or 40 years. And as a result, we are 
now seeing it becoming very restrictive in allowing us to be able 
to take advantage of the adveuicements that have been made in 
medical technology and the new techniques that are used in deliv- 
ering health care in the Nation. 

'The Chairman. Well, now, I may be wrong, but I note — with all 
due respect I say this — the budget does not contain a stratemc 
plan, if you will, if you could call it that, that would present the 
VA’s suggestions and recommendations regarding eligibility reform. 
Isn’t that true? 

Secretary Brown. Yes, sir. We are now in the process of working 
on eligibility reform. We are working very hard to try to pull to- 
gether all the information. As you know, we thought we ha(i a good 
package last year in the national health care reform, and the veter- 
ans’ portion of that was outstanding. But since that fell through 
the cracks, we had to go back to the drawing board. Now we are 
in the process of pulling together all the information we need, so 
we can come together with all of the interested parties and try to 
figure out which is the best way to proceed in the future. 

Mr. Bilirakis. Well, you know, these terms are only 2-year 
terms, luifortunately — although some people would think, fortu- 
nately — and we don’t know what your term is. God willing, you will 
be there at least another couple of years. I won’t say that I would 
like to see you there more than a couple of years, as good as you 
are. 

But the point is, time is always a factor here. So I am hoping, 
sir, that you all would come up with your recommendations as 
quickly as you can, so that we can maybe organize a task force or, 
as our Chairman pleases, really concentrate on that area, because 
an awful lot of wrong is taking place out there that we should 
right. 

Secretary Brown. 'Thank you. And I do also want to say for the 
record, I really appreciate the support you have given us over the 
years. 

Mr. Bilirakis. Thank you, Mr. Secretary. 

'Thank you, Mr. Chairman. 

The Chairman. Thank you. 

['The prepared statement of Congressman Bilirakis appears on p. 
81.] 

The Chairman. Mr. Edwards. 
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Mr. Edwards. Thank you. 

Mr. Secretary, thank you for being here — all of you being here — 
and for your service to our Nation’s veterans. Mr. Secretary, I was 
not privy to the process that the Appropriations Subcommittee 
went through in listing these rescissions. Could I ask you, have 
these particular projects been put on some sort of prioritized list? 
For example, is it possible for this committee to get a list of how 
these various projects, both those that were rescinded and those 
that were not, where they ranked on a list to see if there was some 
logic to which ones they picked out? 

Secretary Brown. Yes, sir. And keep in mind that these projects 
were the ones that we had in the 1995 budget. We felt so strongly 
about them that we ori^ally tried to get them in the 1995 budget 
with their own appropriation line. However, since we were not able 
to do that, we put them in the investment package, that $3 billion, 
and we were going to pay for them out of that because that is how 
strongly we felt about it. 

We can see exactly what is happening. The demands being 
placed on our outpatient facilities are just staggering. As a result, 
we are going to have to move forward. 

But to answer your question, yes, they have been prioritized and 
we can provide you with information to show that they score very 
high in terms of projects that we need to move forward on. 

Mr. Edwards. Okay. Thank you. Thank you very much. 

Dr. Kizer, I would like just to welcome you here. I believe this 
is your first hearing as Under Secretary before this committee, and 
I welcome you and look forward to working with you, as I know all 
other members of this committee do. 

Could I just ask you your understanding of the fiscal year 1996 
budget? Does it allow the funds you would like to have to really 
accelerate this reprioritizing of resources toward outpatient care? 
Or maybe, perhaps put a different way, if you had additional mon- 
ies, what could you put those resources into to help us expedite 
that process, which I think will allow us to provide more care to 
more veterans at a lesser cost to the taxpayers? 

Dr. Kizer. Thank you, sir, for your kind comments, and I also 
am appreciative to be here this morning. 

With regard to your question, as has already been stated this 
morning, we think this is a very good budget, and the restructuring 
or the reorganization proposal that I am working on will com- 
plement the budget. The budget does give us a lot of room to do 
what needs to be done. But, as has already been commented upon 
this morning, we do have substantive needs that far exceed what 
is in the budget — that is, capital needs for patient environment im- 

f )rovements, for more ambulatory care facilities, and to address a 
arge equipment backlog. So while this is a ve^ good budget and 
a realistic budget, given all of the fiscal exigencies that are present 
today, it by no means addresses all of the needs that exist within 
the system. 

Mr. Edwards. I appreciate that. The reason I asked that ques- 
tion, we may be a small number, but I think there are a number 
of us in the House that think it perhaps is inappropriate to have 
$700 billion in tax breaks at a time when we have a $200 billion 
deficit. My proposed idea, such as not having those kinds of tax 
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breaks and applying most of that savings to deficit reduction, but 
perhaps saving some of that money for application to needed veter- 
ans’ health care programs. 

Thank you very much, Mr. Chairman. Thank you. 

The Chairman. Chairman of the Subcommittee on Hospitals, Mr. 
Hutchinson. 

OPENING STATEMENT OF HON. TIM HUTCHINSON 

Mr. Hutchinson. Thank you, Mr. Chairman. And let me thank 
the Secretary for being here today. I have kind of a cold, so forgive 
my voice. 

A special welcome to Dr. Kizer and always Hershel Gober, my 
fellow Arkansan. We are glad to see you again and have you here. 
In Arkansas we end up on different sides of the political fence a 
lot of the time. We certainly are united in our support for veterans 
and in our opposition to Bob Dole’s suggestion that we ought to sell 
Arkansas to balance the budget. There has got to be a better way. 

While we are all concerned about the rescission list, one of those 
concerns I think ought to focus on the fact that they had targeted 
ambulatory care additions in those rescissions; and so, Mr. Sec- 
retary, the VA has stated on numerous occasions that a shift to the 
delivep^ of health care services in the ambulatory care setting is a 
VA priority. 

Your fiscal year 1996 m^or construction submission appears, at 
least to me, to be a little inconsistent with that goal in that two- 
thirds of the requested dollars are directed toward two facilities. So 
how will the construction of those two projects contribute to the 
VA’s stated goal of achieving more ambulatory care facilities? And 
describe for me the construction prioritization process that resulted 
in the selection of those two hospital construction projects, please. 

Secretary Brown. Thank you. I am so glad that you asked that 
question. 

First of all, let me simply say that we do not believe they are in- 
consistent. Let me give you a backdrop on that. There is no rela- 
tionship whatsoever between our efforts to continue to expand the 
care we provide on an outpatient basis and the two construction 
projects you are talking about. 

I am assuming you are talking about Brevard County in Florida 
and the Travis .^r Force Base project. 

The Brevard County project has been on the books for about 10 
years, and it scores 9.80 our priority score, which I can explain a 
little later. But it is based on our efforts to expand care in that 
area. Florida has one of the lowest bed rates per thousand veterans 
in the entire Nation. It has 1.72 whereas the Nation’s average is 
2.49. The supply of VA services should be comparable to the na- 
tional average, and we must also take into consideration that there 
is a growing, ever-growing population of veterans moving to Florida 
who are retired and living on limited, fixed incomes, which would 
automatically make most of them eligible for care at our VA facil- 
ity. 

Another point, too — ^it is my understanding that the Air Force 
has now backed out, but we were moving to tiy to have a joint ven- 
ture there with the Air Force. This p^icular project was based 
upon the conclusion that there were more and more veterans mov- 
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ing to Florida, euid they did not have access to a primary care facil- 
ity there in the central part of the State. So that is one of the rea- 
sons we put that project there. It has a catchment area that would 
serve about 258,000 veterans. We plan to complete the design in 
February of 1996, and we would like to complete construction in 
December of 1999. 

With resMct to the project which is a joint venture there in 
Travis Air Force Base — that is a replacement hospital for ^e hos- 
pital that would have been unsafe in an earthquake in northern 
California. I think that makes it very, very clear. One other point 
there — this catchment area is larger than 26 States. So our veter- 
ans who live in that area — an area larger than 26 States — do not 
have access to a VA hospital. In both instances, the project is based 
on need. So that is the reason we are moving forward with those 
two projects. 

Mr. Hutchinson. Mr. Secretary, the GAO, according to figures 
that I have, estimates that there su'e 2,000 empty private hospital 
beds in the Brevard area. Was that reality taken into consideration 
as you considered the need in Florida? 

Secreta^ Brown. Well, there was a shortage of long-term care, 
psychiatric and NHC beds in Florida, and that is the reason we 
wanted to proceed. I am going to ask Mark to give us some addi- 
tional information on that. 

Mr. Catlett. Those figures you cite have been recognized in the 
study, and as the Secretary mentioned, the emphasis is for a pri- 
mary care facility. This is a case where we are putting a large 
number of psychiatric beds and nursing home beds in this facility; 
this is not tertiary care for this facility. It will be the hub for the 
outpatient csire that we intend to provide in that area. And even 
with the emphsisis on primary care, there needs to be a referral 
point when there is inpatient care needed, and that is the basis for 
our decision to continue with this project. 

Mr. Hutchinson. All right. 

Before my time runs out, I think there will be probably be an on- 
going debate about some of those priorities. My understanding also 
is, though, that the length of stay at VA facilities is continuing to 
increase, and it is approximately twice the national average. I am 
thoroughly committed to the VA health care system, but we get all 
of these articles that are written and the editorials that are written 
now, calling for privatization and vouchers, and I think this is one 
of the things that fuels that. 

Why is the length of stay continuing to increase, and why aren’t 
we closer to the national average? 

Secretary Brown. Well, I am going to ask Dr. Kizer to respond 
to that; but before I do, let me just simply say, first of all, I tnink 
we have to take into consideration that most of our veterans are 
sicker than the average patient here in America. So when they 
come to us, they are already sicker, they are older, they have more 
problems. And so it just required us longer to deal with those par- 
ticular problems. 

I am going to ask Dr. Kizer to give you some additional informa- 
tion on that. 

Dr. Kizer. Actually, sir, I would like to see the source of those 
figures. Information that I have been given during my time at the 



14 


Department is that while the average length of stay in VA hos- 
pitals is longer than the national average, it is decreasing; and so 
I would like to see the source of those figures. 

I would also add that so many of the patients that au’e treated 
in the VA facilities have additional social or other problems that 
complicate their stay. They are homeless, or they have other prob- 
lems that make it harder to find placement. 

We do have shortages of extended-care beds. We have less avail- 
ability of home care. We lack a number of other options. I am hop- 
ing, in part through my efforts to restructure the organization, to 
provide a wider menu of available options than just a traditional 
inpatient stay. And again, this is also complicated by the eligibility 
rules that, in effect, preclude some of the options that are available 
to private facilities. Our population could benefit from residential 
care and other options that are often more efficient than a typical 
inpatient hospital bed. 

Mr. Hutchinson. Thank you. 

The Chairman. The Chair recognizes Mr. Tejeda. 

Mr. Tejeda. Thank you very much, Mr. Chairman. 

Good morning, Mr. Secretary and welcome once again. I have a 
couple of questions. 

You mention in your prepared testimony that the VA will be 
moving forward with its consolidation and integration proposals 
along with the VISN proposal. Will each medical center that gen- 
erates savings from the integration be able to retain a portion of 
those savings to improve direct patient care? 

Secretary BROWN. I £un going to ask Dr. Kizer to respond to that. 

Dr. Kizer. Under the proposal that we hope to be advancing in 
the very near future, the answer to that would be yes in some 
cases; in other cases, we would be looking at how the costs in that 
area compare to costs elsewhere. 

One of the things that has become obvious in my review of what 
it costs to take care of the, quote, unquote, “average veteran pa- 
tient” in our facilities is that cost varies substantially from region 
to region — often not entirely on the basis of risk adjustment, sever- 
ity of illness or other obvious things. And insofar as those dif- 
ferences in costs can’t be accoxmted for, and we know we have 
shortfalls in others, then we might look at moving some of those 
funds elsewhere in the system, but still directed at patient care. 

In other cases, I would see, as you say, that savings would be 
turned back to the VISN to enhance patient care in the geographic 
area and the patient population served by those facilities. 

Mr. Tejeda. Thank you. 

Mr. Secretary, will the $2.7 million increase in the National 
Cemetery System budget enable the cemetery system to keep up 
with the increased demand, while not sacrificing maintenemce or 
equipment backlog? 

Secretary Brown. The increase, the $2.7 million increase in the 
1996 budget really is, sir, basically current services. It provides for 
some growth. We try to make sure we are as lean as we possibly 
can be. We have kind of broken this down in terms of expansion 
into two areas. 
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Number one, wherever possible, we try to expand open ceme- 
teries. The second thing we do, if we can’t do that, is look at pos- 
sibly opening new cemeteries. 

And we have about five of them now on the rolls. They are Se- 
attle, Dallas, Chicago, Cleveland and Albany. Of those, we have al- 
ready acquired the land for three of them, and those are in Seattle, 
Dallas and Albany. 

I am going to ask Jerry if he has euiything additional to add to 
that. 

Mr. Bowen. Essentially the budget that we have for 1996 will be 
a current seimces budget. We will be able to do the same things 
that we did in 1995. However, as a result of our streamlining ef- 
forts, we are moving seven FTE from our Central Office elements 
to the field in 1995. We are also going to move some FTE from our 
area offices to the field in 1996. 

The budget does permit us in 1996 to place into service an addi- 
tional 292 acres at our existing cemeteries, and to develop an addi- 
tional 100,000 gravesites. So this budget is adequate to meet our 
needs in 1996. 

Mr. Tejeda. And it is adequate again to where you are not sac- 
rificing maintenance or equipment backlog? 

Mr. Bowen. Our equipment backlog will increase slightly in 
1996. But if I may, let me tell you why we are doing that. 

During my teneure here, slightly less than 2 years, I have visited 
61 of our 114 national cemeteries. When I talk with our directors, 
I ask them, if you could have more FTE, if you could have newer 
and better equipment or if you could have the M&R (mainteneuice 
and repairs) projects, which of those would you choose? Invariably 
they will resend give us the people. We will make the equipment 
last longer and we will do some of the work ourselves concerning 
the maintenance and repair projects. 

Mr. Tejeda. Mr. Secretary, what are your thoughts or what is 
your position on the use of leasing to provide quicker or more port- 
able outpatient care? 

Secretary Brown. I think that is the way to ^o. We are not nec- 
essarily in the business of always looking to build facilities for the 
VA. l^mere we can lease, that is what we are doing, and that is 
part of our plan. We can actually bring them on line much faster, 
much more efficiently. They are much more flexible for us in terms 
of expansion or shrinking services as needed based on actual expe- 
rience. So that is the way to go, sir. 

Mr. Tejeda. Just one last question. I heard Chairman Spence on 
the National Security Committee ask this same question the other 
day to some of the chiefs who were there. 

If you had an additional $1 billion in your budget, how would you 
use it? Where would you put it? 

Secretary Brown. I would, of course, take some of that money 
and I would put it directly into medical care. We set aside about 
$767 million there. I would put some there to expand, give us some 
increased flexibility. As Dr. Kizer mentioned, there are going to be 
more creative ideas coming out of this whole process vmder his re- 
organization plan. 

With the rest of it, I think I would respond to the needs. I have 
been to 37 States, I have visited 144 cities, over 330 various activi- 
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ties, around the country over the last 2 years. One of the things 
that bothers me most is when I go to these hospitals that were 
built in the 1930s, and we have 16 men in one room, and all of 
them get up at the same time and they are trying to take care of 
their physical needs and they have to go to bathrooms all the way 
down the hall. 

If there are women in the hospitals, we have to bring all the men 
out of the bathroom and put somebody there to guard it so that the 
lady can go in and take care of her needs. 

I would bring our hospitals up to community standards. Each 
and every one of them will look very, very nice, when you walk in; 
it would be open, everything will be clean. That is not to say that 
our hospitals now are not clean, but they are just old. 

And we would have TV in each room, we would have telephones 
in each room, we would have modem equipment that we now put 
in modem hospitals. But in many of our old hospitals we did not 
retrofit them. So those are the kinds of things I would do with the 
rest of that money. I would bring every one of these hospitals up, 
particularly many of our older nursing homes. 

The thing that hurts me the most is, I went to one hospital yes- 
terday in Delaware, and I visited a nursing home and we see these 
guys that are 70 and 80 and a couple of them 100 years old, some 
of them have been there 15 and 20 years. They are sharing the 
room with five or six other people. I don’t think I would want to 
stay in a room with five or six other people for 15 years. 

And then you have to go out to take a bath. I think our veterans 
deserve better than that. I reedly do. 

You know, a lot of people are talking about, well, maybe if they 
were not hurt. You know what I think about? I think about the guy 
that served during World War II, who served for the duration of 
the war. He could have spent 4 years being shot at every day and 
didn’t get hurt and then he came home and it so happened he 
didn’t do very good in terms of making a living for himself, and 
now he is able to get into the hospital because he is poor. I think 
he deserves the best that this Nation can give him. He gave every- 
thing that he could give during a time of national crisis. 

So that is what I would do, sir, with the rest of that money. I 
would make sure that these hospitals meet community standards. 

Mr. 'Tejeda. Thank you, Mr. Secretary. 

Thank you, Mr. Chairman. 

The Chairman. Mr. Everett, the Chairman of our Subcommittee 
on Compensation and Pension. 

Mr. Everett. Thank you, Mr. Chairman. Thank you also for hav- 
ing this hearing. And I want to thank Secretary Brown and his 
group for appearing here today. 

Mr. Chairman, I have a statement that I would like to submit 
for the record. 

The Chairman. Without objection. 

Mr. Everett. Secretary Brown, you stated that the VBA had 
made significant strides in decreasing the processing time for adju- 
dicating claims. What percentage of this decrease was attributable 
to staff overtime? 
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Secretary Brown. I asked that same question to Mr. Vogel, and 
he told me at the time that he was not actually able to break it 
down. But we did spend somewhere around $9 million in overtime. 

But I am convinced that when you combine the overtime with 
our modernization approach, our reengineering, and a number of 
other improvements, to include moving more people into the deci- 
sionmaking, that it is going to allow us to continue this downward 
trend we are seeing. So I think it is permanent, and I think it is 
a combination of things, including the overtime we did, which I 
don’t think we are going to have to do in 1996. So I am very 
pleased with that. 

Mr. Vogel, would you like to add something else to that? 

Mr. Vogel Mr. Everett, I think that the Secretary covered it 
well. There is a d^amic that happens. If we fixed the organization 
today, the operational mode, and infused a measure of overtime 
just for this one week, we could see the effect that would have right 
away. But, in fact, we are being — our people are being much more 
creative, they are much more responsive. We have more people in 
decisionmaking modes than we had in the past. So just to attribute 
our progress to one aspect is impossible to do. 

The good news is that we have become much more efficient. We 
have many, many more people in direct service to veterans, but 
less people involved in the augmenting and clerical functions that 
support it. 

We are very proud of our accomplishments. We reduced the back- 
log by 11 percent last year. I told the Secretary I will have it down 
18 to 20 percent again this year. That is just the backlog, but we 
will make the improvements in timeliness as well. 

Mr. Everett. Mr. Secretary, what was the basis for the General 
Services Administration’s suspension of the delegation of procure- 
ment authority for the acquisition of VBA modernization. Stage 2, 
the computers? 

Mr. Catlett. Mr. Everett, I would like to answer that question. 
That is a responsibility that I have, and we deal directly with GSA. 

Overall, the delegation was restored within the week for Stage 
2 modernization. That withdrawal was based on a misunderstand- 
ing between staff about the data that GSA was expecting. They are 
tracking this progress that Mr. Vogel is talking about, as they 
should in their oversight role, and that information was supplied; 
and whereas the delegation was withdrawn on a Monday, we had 
that restored by Friday. 

It is just a matter of making sure that our staffs — certainly we 
don’t w^t to have that happen again, and we are making sure the 
staff is in touch and making sure the information is provided. 

Mr. Everett. In other words, strictly due to miscommunications? 

Mr. Catlett. Yes, sir. They were expecting information on our 
progress sooner than we had provided it, and decided to withdraw 
the delegation to get our attention, I expect. I have encoiu-^ed 
them also to call us whenever there is a problem among staff in 
terms of getting the information they expect, because we nave had 
a good working relationship over the last 6 months. 

GSA has been very involved with this project, as 0MB has, and 
the support they have given us — we appreciate it, and their roles, 
we respect; and we are just making sure that the sta^, when there 
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is a problem — and in this case, I considered it a minor one, be- 
cause, as I said, I was able to get them the information they were 
looking for and by Friday we had it restored. 

The progress on that project is continuing. The negotiations and 
the procurement process is under way as it should be. 

Mr. Everett. What importance does VA give to Stage 2 and 
Stage 3? 

Mr. Vogel. Mr. Everett, we believe that Stage 3 clearly will be 
the completion of the project. Stage 2 will give us ein opportunity 
to image and to use imaging. If you have ever visited one of our 
benefits offices, we are involved in claims folders, we are in paper 
processes, we exchange paper between us and the VA medical cen- 
ters, between ourselves and the Department of Defense and the re- 
spective military services departments. 

We want to get involved in imaging overall as much as we have 
been involved in imaging in administrating GI bill benefits at the 
St. Louis regional processing office. The technology has become 
very important to us. What it really does is get us out of having 
to use so many of our personnel to carry paper from one 
decisionmaker to the next, while providing more personnel to en- 
sure that some value is added on and the decision is made. These 
things are very important. 

It is a signal to our employees, as well, because we had such a 
very good year in 1994, and they are certainly in tune with what 
we are doing. It would mve our personnel in tlie field a great deal 
of confidence and hope that we are, in fact, continuing to modernize 
and are getting out of the 1940s and 1950s mode of operation. 

Mr. Everett. What is the total dollar amount of this procure- 
ment allocation? 

Mr. Catlett. I am sorry, sir. Could you repeat the question? 

Mr. Everett. The total dollar amount of tms procurement alloca- 
tion? What is budgeted? 

Mr. Catlett. Are you talking all three stages of modernization, 
sir? 

Mr. Everett. Right. 

Mr. Catlett. All three stages are around $100 million, sir. We 
have completed Stage 1 and that procurement has been made. 
Stage 2 we expect this spring; it is the smallest of the three. As 
Mr. Vogel indicated. Stage 3 will be awarded next summer, the 
summer of 1996. The total of those for the hardware eind installa- 
tion is around $100 million. 

Mr. Everett. Thank you very much. 

Mr. Chairman, I have additional questions I would like to submit 
for the record. 

(See p. 360.) 

The Chairman. Mr. Doyle, before we have to take a recess. 

Mr. Doyle. Thank you, Mr. Chairman. 

OPENING STATEMENT OF HON. MIKE DOYLE 

Secretary Brown, it is a pleasure to have you here today. I am 
one of the new Members on the committee, and also was the — my 
age saw the Vietnam War end about 2 or 3 months before I was 
going to be drsdled, and I was thankful for that. 
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My father served in World War II, with a 100 percent service- 
connected disability, and was taken from our family at far too 
voung an age due to his iixjuries in World War II. So I have a 
healthy respect for what the veterans’ hospital system has done for 
my family. 

I represent a district in Pittsburgh where we have one of the 
highest Vetera populations in the country, and I have three VA fa- 
cilities servicing my district. I have recently had the opportunity to 
tour those facilities, in Oakland, Highland Drive, and just very re- 
cently, the new state-of-the-art facility we have in Aspinwall; and 
I can tell you, it does make a difference when you talk about hav- 
ing a facility that is updated and new. I was just there meeting 
with a lot of our veterans there, and it does a lot for their spirits 
and their morale and also for the people serving them there. 

When I met with some of the directors, one of the things that 
came across as I spoke with directors at the VA hospital system is 
this need to decentralize the system and give them some more 
flexibility to do some things within their budgets. So I was very 
happy to see this Veterans’ Integrated Services network that you 
are working on. I think it is a step in the right direction. 

I have had directors tell me that sometimes because of this re- 
striction they have on FTEs — and I am just learning this process — 
but apparently it doesn’t distinguish the difference between a 
nurse and a doctor or someone that is doing janitorial services; and 
FTEs — ^you know, it is a swap — and that sometimes they found 
themselves going out of the system, outside contracting work at ac- 
tually a higher expense than what they could have done it at with- 
in the system, but they didn’t want to use an FTE slot because 
they were so restricted in how that process worked, and that actu- 
ally they could be more efficient and do more with their budgets 
if they just had some flexibility. 

So I think what you are doing here is a step in the right direc- 
tion; it is what your chrectors in the field are looking for, so that 
thev can be more efficient and do more for our veterans with their 
budgets. And I want to commend you and offer you my support as 
you move in that direction. 

Secretary Brown. Thank you very much, sir. 

The Chairman. Mr. Secretary, we will recess for a short 10 min- 
utes and be right back. We apologize. 

Secretary Brown. Thank you, Mr. Chairman. 

[Recess.] 

The Chairman. I might have been too premature, Mr. Secretary. 
We don’t have anybody to ask questions yet. 

Here comes someone. 

'The committee will please come to order. Let me say, I know. Dr. 
Kizer, that you have to leave in a little bit, but I want to welcome 
you aboard — I neglected to mention at the beginning, but I have 
heard nothing but very good remsirks about you — and I want you 
to know that and the record to show that. We welcome you. 

Dr. Kizer. Tliank you very much, sir. 

The Chairman. Mr. Buyer. 

Mr. Buyer. Thank you, Mr. Chairman. And Jesse, thanks for 
coming over. 

Secretary Brown. Sure, Steve. 
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Mr. Buyer. I have some specific questions, and I think Sonny 
was right when he brought up the questions in regards to the re- 
duction of the COLAs. We can't satisfy my heart here this morning, 
but just to let you know where I come fi'om, I am one that was not 
in support of the Americorps. I think of how it undermined vol- 
unteerism and the problem of how it would pay people to do some- 
thing that millions of people do in our society anyway, and it both- 
ers me that when the Administration bumps up Americorps really 
as a jobs program, it has a perverse effect in undermining what we 
seek to do in recruitment and education and training of veterans 
with the GI Bill. So I just want to let you know that. 

And bumping up Pell grants. It is difficult for me to justify in 
my mind wny, really, to go back to Indiana and go to the VFW and 
American I/egion and talk with my veterans — ^veterans that are 

f oing to take a hit — we are going to bump up some other things. 

think that President Clinton had a very goM theme a couple of 
years ago when he opened up in his State of the Union address in 
regards to deficit reduction and he talked about shared sacrifice, 
and I am sure he has talked about that with you often at Cabinet 
meetings, and hopefully still does, because I think the theme is cor- 
rect. 

But it is very difficult. I found it difficult when I went back to 
talk to farmers, when I said, well, you are going to take a $3 billion 
cut in USDA, but they are bumping up food stamps by $7 billion. 
It is difficult to try to justify some of those things. 

So help me here right now. Why did the administration propose 
the half-cut in COLAs, try to explain that to me. Believe me, I am 
one that thinks that, you know, there is no constitutional right to 
COLAs, okay? But help explain this one to me, please. 

Secretary Brown. Well, as you know, these are merely exten- 
sions of the provisions that were already in law. Most of them 
would have expired in 1998. There were three of them that were 
scheduled to expire in 1996: the C&P rounddown, the DIC limita- 
tion of the COLA, and the one that you mentioned in the GI Bill. 

Now, the thought here was that deficit reduction is very impor- 
tant, and since we wanted to see what we can do in order to be 
able to show we were doing our fair share, or doing — I don’t want 
to call it “fair share,” because quite frankly, I tend to agree with 
you, if I had my way, veterans would not have to take any cuts. 
We should be given more. 

But in this instance, these were already on the books, and it was 
felt that it would not pose a tremendous hardship on veterans to 
extend three of them. 

Mr. Buyer. I guess in your answers to some prehearing ques- 
tions, I will highlight — ^what bothers me is — and we are going to 
struggle with this on the Armed Services Committee; I serve on the 
Personnel Subcommittee, and as we struggle with force structure 
issues and recruitment and the Marine Corps, former Marines have 
some concerns right now in accessions and recruitment. 

In your response here you said, in comparing the Montgomery GI 
Bill benefits of the 2-year to 3-year enlistees to those available to 
individuals who do not participate in the military, but choose the 
Americo^s program. A 2-year enlistee who completes his term of 
service is eligible for $328.97 per month for 36 months, which 
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works out to around $2,960.73 per academic year. Someone could 
serve in the Amencorps and get $4,725. Add to that health care 
and child care, which a veteran is not going to receive. 

So I want to let you know, Jesse, that this one doesn’t sit right 
with me, and we are going address Americorps. You don’t have to 
address Americorps; we are going to address that, because I am 
one of them that was very uncomfortable in extending benefits that 
far exceed the veterans’, and especially those who have walked the 
walk. So I want you to Imow where I come from on that issue. 

The other question that I have really deals with that $70 million 
in conversion money that got shifted over to the VA. The SMOCTA, 
the Service Member Occupational Conversion 'Training Act, placed 
over 13,200 veterans at an average obligation of 5,505 per veteran 
process. 

Tell me, do you think this is a good program? Do you think it 
is going to extend, or do you think tne Secretary, with the vets, can 
pretty much handle it? 

Secretary Brown. I think it was an outstanding program, and I 
think we still have a little bit of that money left. We actually wrote 
to the Department of Defense to see if they would make those 
funds available to us, because we believe that it was very, very 
beneficial to our veterans. 

I am going to ask Mr. Vogel to comment on that. But before I 
do, I just want to say one last point about these extenders. I want 
you to know that I am not totally committed to this. I mean, I am 
willing to sit down and talk about what else we can do. I just want 
to make svire that we don’t end up hurting our veterans. I don’t 
want to see any mmor cutbacks on basic proCTams, for instance, 
like we had with DIG. It was a major cutback when we actu^ly 
made it impossible for a remarried widow to come back onto the 
rolls. 

I don’t want to see that. So I am willing to sit down and talk 
with you and members of the committee on trying to figure out a 
way that we can kind of work this out. 

Mr. Buyer. Mr. Chairman, was this included in the armed serv- 
ices budget? You said you asked — did you write Secretary Perry 
and ask him? I don’t recall. 

Mr. Vogel. There was a question about whether or not the funds 
had to be obligated or made available beyond one fiscal year. We 
had to get a clarification on that congressional action, which in fact 
freed up some monies to be used essentially until they are ex- 
hausted^. Otherwise, we would have shut tiie program off in Octo- 
ber without having expended all of the money. Now we are going 
to carry it on through. That is what the Secretary is referring to. 

We have had conversations about the availability, and this is 
really in the preliminary stages, of conversion monies that may in 
fact be available tluough labor sources for displaced civilian em- 
ployees in defense industries to try to see whether or not some of 
that might be available for those who wore a imiform and were 
members of the actual military force during the downsizing and the 
conversion. But those discussions are rather preliminary. But I 
would be pleased to keepyou informed of progress on that. 

Mr. Buyer. All right. Thank you, Mr. Secretary. 

Thank you, Mr. Chairman. 
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The Chairman. The gentleman from Illinois, Mr. Gutierrez. 

Mr. Gutierrez. Thank you very much, Mr. Chairman. 

OPENING STATEMENT OF HON. LUIS V. GUTIERREZ 

Mr. Secretary, welcome once again here. Last year we had a — 
I went out to a hearing in San Juan, Puerto Rico which our depart- 
ment was advised about and then Chairman Montgomery of the 
Veterans’ Committee wrote a letter and was well-advised about, 
and we got back a report about the outpatient care and about how 
in San Juan there was going to be some $30 some million that we 
put in the bill last year so that we could do, because of all of the 
overcrowding, there is really only one m^or center in San Juan for 
all of the veterans. 

Just in case, for the edification of the Members, everybody in 
Puerto Rico is eligible for the draft and we are all American citi- 
zens, even the Island of Puerto Rico, while it is a colony, we are 
all American citizens there, and there is a high percentage of veter- 
ans living on that island. That is just in case, Mr. Chairman, be- 
cause since the U.S. Immigration and Naturalization Service was 
telling different corporations that we were permanent residents of 
this coimtry, I just thought we should make that absolutely clear 
to everybody. 

So we went out in Puerto Rico, we had that hearing out there, 
and I would just like to ask you, I understand there was some flaw 
in the Appropriations Committee last year that really screwed up 
the money for the VA Hospital in San Juan. Can you tell me a lit- 
tle bit about that, and answer the question, if you might, does it 
make sense to you that the Congress should invoke in the name 
of deficit reduction to cancel these projects, one of which was can- 
celed yesterday in the Subcommittee on Appropriations, projects 
like these that are improved — that are targeted to improve out- 
patient care, which is a less expensive form of treatment than inpa- 
tient care? 

Secretary BROWN. I would agree with you. No, it does not make 
sense. 

With respect to the funding, as you know, we were prepared to 
move forward on that project, and it was actually in the 1995 budg- 
et. There was a mixup in terms of how the appropriation took place 
where they actually put all the money into one area. 

In order to move forward, we were just going to notify the Con- 
gress and actually move — I think it was about $7 million, and then 
get authorization later to go ahead. So we were prepared to move 
forward on that project because it is one that we think is beneficial 
to our veterans. 

But, as you have pointed out, at this point, if these rescissions 
are final or if they become final, then it makes it a moot point. 

Mr. Gutierrez. 'Thank you, Mr. Secretary. 

Mr. Secretary, in the last budget request of the National Ceme- 
tery System, we have — ^we talked about the much-needed cemetery 
in Illinois and specifically the Chicago area, and I know you 
came — your staff came out to a hearing that was conducted by the 
oversight subcommittee headed by Congressman Evans in Chicago, 
and we had a hearing there, and we know that it was listed as the 
number one priority for cemeteries in terms of the whole district, 
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and I know that you came out and were very emphatic about it. 
And then we told all of the veterans in Chicago 2 years ago that 
it would be built W 19 — it would be in operation by no later than 
1999, 1998, 1999. 'mat would be it. 

It would be in operation, we were going to do it, the money was 
there, that we were ready to go with it. It is my understanding 
that there is no money in the budget to carry forward on that cem- 
ete^ in Chicago, and I hope I am wrong, but could you explain to 
us if what we told the veterans in the City of Chicago who have 
no cemetery because all of them are full to the max and who is a 
number one priority, what is it that we are going to do to get them 
that national cemeteiw. 

Secretary Brown. Okay. Eveiything you have said is true in the 
reverse. We do have money for that project, as I have mentioned 
in response to an earlier question. We have funds available and 
plan to move forward on five cemeteries, they are Seattle, Dallas, 
Chicago, Cleveland, and Albany. 

Now, we actually have the land acquired for Seattle, Dallas, and 
Albany, but I don’t see any problem whatsoever at this point with 
Chicago. I think that is going to move forward; you are absolutely 
right, it is needed. 

We wasted too much time trying to get that land up there in 
north Chicago at Fort Sheridan, and we couldn’t get that because 
of circumstances that developed. The economics just did not work 
out. The Army wanted $37 million and we only had about $6 mil- 
lion. So we identified that site, as you know, in Joliet, and it will 
allow us to develop and move forward and have gravesites that will 
last us imtil when? 

Mr. Bowen. The 940 acres would provide space beyond the year 
2075. 

Mr. Gutierrez. When will it be completed, the cemetery? What 
is the schedule for completion? 

Mr. Bowen. Right now, sir, our effort is to acquire the land. The 
completion date, is contingent upon when we can acquire the land 
and obtain construction funds. We do not need land acquisition dol- 
lars. We have the dollars. 

Mr. Gutierrez. When is it scheduled for completion? 

Mr. Bowen. We have no firm scheduled date for completion. 

Mr. Gutierrez. Well, we gave a schedule for completion last year 
when we had hearings here, and if my memory serves me correctly, 
it was 1999 it would be completed and done and ready to go. So 
I would just urge everyone to try to keep on that schedule, and if 
there is no monetary problem that we do that, because I think it 
is very important. 

Let me just a question to Chairman Stump. Mr. Chairmem, wrap- 
ping up my time here, can we have hearings in this committee on 
the actions taken by the Appropriations Committee in terms of 
over $200 million that were t^en away from the budget in rescis- 
sions and what kind of impact that specifically is going to have? 
Because I know we had the national veterans organizations come 
in here, we had them all, you know, the American Legion. 

I think we should call them all back and say things have 
changed. There is $200 million less and we should conduct some 
hearings so that we can exert our authority. I know we are not the 
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appropriators, the cardinals of the institution, but I think we have 
a big responsibility in terms of defending the interests of veterans, 
and I am just asking the chairman if we could have some hearings 
on that, because I think that is rather important. 

The Chairman. I will assure the gentleman we can and we will 
in the 1996 construction budget; we have already had a request for 
a hearing regarding the cemetery in that area. 

The gentleman from New York, Mr. Quinn. 

Mr. Quinn. Thank you, Mr. Chairman. And welcome. 

OPENING STATEMENT OF HON. JACK QUINN 

Mr. Secretary and the team that you have brought with you 
today, I want to compliment you and the team on your efforts with 
this latest budget go-round and you know that you have a lot of 
support here. I think in the last year or two we know we have a 
lot of support from your end of things. So I appreciate your efforts. 
Thanks. 

I have a question for which we might have to rely on, using your 
term, the money man, Mr. Catlett, in a minute here or two about 
the PT Phone Home Program. As you know, that project, not for 
my district, because the phones are edready in, but I think for all 
of the other members in veterans hospitals around the country, you 
said earlier with the question Mr. Tejeda asked, what would you 
do with an extra billion dollars. I couldn’t agree more with your re- 
sponse that we spend some of that money to bring hospitals up to 
current standards, with the phones at the bedsides of the veterans 
in the hospitals all across the country, and I saw that happen in 
Buffalo last year. We will talk about medicine and we will talk 
about doctors, but believe me, when a veteran can call his family 
members, children, wife, whatever, husband, that maybe is the 
best medicine we can provide for them while they are away and in 
the hospital. 

This is a program, for those Members that don’t know about it, 
that is a great effort— communication workers of America volunteer 
their time putting in the wires and making sure the hospital is fit. 
In the Buffalo situation last year, we were able to combine some 
work the hospital was already doing with computers when we rem 
some lines. It just seems to me it is a win/win situation for every- 
body. 

My question is, having taken the platform for a minute to talk 
about the program, the question is that it is my imderstanding the 
money for PT Phone Home, whatever amount is there, was avail- 
able through the minor project construction account. 

And my question is, how does that account look for 1996? Can 
we compare amounts of money that we had last year and will have 
for next year so that I can get a handle on where it is going to be 
in the coming year? 

Secretary Brown. Well, let me say as a matter of policy, Mr. 
Quinn, that I agree with you. It is a wonderful project. I am so 
thankful for the volunteers who spend time and their efforts in our 
VA hospitals. We have about 92,000 of them come to our hospitals 
each and every day to help our veterans and they contribute some- 
where around $165 million of their services to us. 
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This particular project, and I am going to ask Mark to respond, 
it is going forward like rapid fire, all over the coimtry, eind we are 
going to support it. Any project will be funded. We will find the 
money, and I am making a commitment, we will find the money 
if all the other pieces are there. There will not be any projects that 
are turned down simply because we don’t have the resources, be- 
cause it is, as you pointed out, so very, very important, and it is 
cost-effective to us. 

They are providing all of the expertise, and in many cases they 
are also providing the materials. So we would be foolish not to take 
advantage of that while it is made available to us, Mark. 

Mr. Catlett. Mr. Quinn, I don’t have the specifics here, we will 
get those to you right away, but the schedule that we are working 
towards is completion for the Nation by the end of 1996. 

[The information follows:] 

Under the Medical Care appropriation, the Veterans Health Administration ex- 
pects to spend $23 million in fiscal year 1995 and $5 million in fiscal year 1996 to 
complete the installation of bedside telephones at all VA Medical Centers. The Con- 
gress provided $5 million of the $34 million which we will spend in fiscal year 1995. 
'nie $28 million will complete the installation of bedside telephones in the remain- 
ing 77 medical centers by end of 1996. 

Mr. Catlett. We certainly have an excellent minor construction 
budget and as have you and the Secretary have noted most of the 
funding is not Federal appropriated dollars that is making this 
happen which is a great feature of this program. 

So, as Jesse said, we will have, with the excellent minor budget 
that we propose, any funding that we would need. We will provide 
those details to you. But overall by the end of 1996, we are to have 
this completed throughout the Nation. 

Mr. Quinn. 'Thank you. I would be interested to have that infor- 
mation and I will share it of course with other members of the com- 
mittee and the Chair Monday. 

I think it would also be helpful for us to share that information 
with some of those volunteers, namely the communication workers 
of America and at the same time the management of some of those 
phone companies, Mr. Secretary, as you mentioned, who come up 
with the hardware, the actual telephones and the wiring and the 
volunteer hours. 

If we put a price tag on it and we tried to in our situation last 
year, it’s literally himdreds of thousands of dollars for that one par- 
ticular hospital. So it is absolutely a winAvin. I know with the com- 
munication workers when I talked to Frank Fozio a couple of times 
on the telephone, he is always concerned that he doesn^ see a line 
item in the budget for the money. I told him I would be giving him 
a call later today or Monday after our discussion today. I tmnk I 
will hold off, Mr. Catlett, until I have those budget numbers from 
you, if it is okay, in the early part of next week. 

Mr. Catlett. We will have them to you this week. 

Mr. Quinn. That would be super. 

Secretary Brown. Mr. Quinn, I just wanted to thank you for 
your help and your supixirt of veterans. 

Mr. Quinn. Happy to do it. 

Thanx you, Mr. Chairman. 

The Chairman. Mr. Ney, Mr. Cooley. 
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OPENING STATEMENT OF HON. WES COOLEY 

Mr. Cooley. Thank you, Mr. Chairman. And thank you, Mr. 
Brown, for being here today. 

As you probably know, I am the only Korean veteran to be elect- 
ed to the 104th Congress and I also have a small disability in 
which I lost part of my hearing in the Korean conflict. 

I am looking over your budget figures and I look at the expendi- 
tures of $257 million, an increase of $5 million over last year for 
research. I think that the prosthetic research is quite vital to the 
American veterans because basically no one else is doing that. But 
I wonder at the expenditure of funds if we really need to be spend- 
ing money on aging, mental illness, heart disease, diabetes, cancer, 
and AIDS research when we have other Federal agencies doing the 
same thing. If maybe some of that money couldn’t be rechanneled 
into some of the things that we discussed earlier about the possibil- 
ity of helping veterans at the service level and rechanneling some 
of those funds, maybe not into these research areas, but back to 
basics. 

Could you give me some comment on that? Because I find that 
we are duplicating at NIH and everywhere else, every one of the 
things that you are working on as well, and wouldn’t it be better 
to spend our money, our veterans’ money, on veterans and not 
doing research. In your statement here you don’t talk about veter- 
ans’ health care, but that of the entire population. Well, this seems 
like a duplication. 

Secretary Brown. Yes, sir. I understand your question, but I 
don’t think I agree with your conclusion. VA is kind of a unique 
entity within our society. 

We have 172 hospitals and I think about 126 medical schools 
around the country, and we are affiliated with about 106 — 104 of 
them. Research helps us attract quality people into our system. 
Many doctors are not necessarily interested in hands-on care. But 
if we can attract them into our research effort, many of them stay, 
and they become hands-on clinicians. They actually end up working 
with the patient and improving quality of care. 'They become part 
of our team in providing quality care through their sophisticated 
research that is going to benefit our veterans, but not only veter- 
ans, but people thro^^hout the Nation. 

For instance, the CAT SCAN was invented by VA. Not too long 
ago VA came out with a study saying VA is doing something a lit- 
tle bit different from many of the other research institutions 
around the country. Most of them want to get into the real sexy 
stuff, the high-tech stuff. VA tends to focus a lot of its attention 
in clinical areas. For instance, not too long ago they came out with 
a conclusion that you can’t treat people of different races and dif- 
ferent ages with the same medication to control hjmertension. So 
that not only benefited our veterans, but it also benefited the entire 
country and people around the world. 

So research is very important in allowing us to attract quality 
people into our institutions which end up serving our own puipose. 

Mr. Cooley. Well, the thing is that I am just questioning if the 
Department of Veterans Affairs should be spending these monies. 
Is it possible that the committee could receive a breakdown of the 
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$257 million in research money is going into these particular 
areas? 

Secretary Brown. I think the answer to that is yes, but I am 
going to ask Dr. Kizer to respond. 

Dr. Kizer. Sir, if I might respond, one of the things I plan to do 
is to look in depth at how we make the decisions to allocate our 
research funds, what our commitments are and what was the proc- 
ess of deciding that. In many cases research relates to health prob- 
lems of the patients we treat. For example, about 7 percent of all 
of the AIDS patients in the Nation are treated at VA facilities. 

I believe we are the single largest provider of AIDS treatment in 
the Nation. Many of our patients are diabetics or they have other 
conditions such as you mentioned before. So doing research in 
these diseases, particularly clinical, applied types of research, is di- 
rectly germsme to the care that is provided in our facilities. 

But having said that, I also have had some of the same questions 
which I think that you are raising. Over the next several weeks I 
hope to undertake a more thorough review of exactly how we de- 
cide on the research projects that we fund. I will be happy to get 
back to you after I have completed this review to share with you 
the results and then perhaps to further address some of the con- 
cerns that you have. 

Mr. Cooley. I am specifically interested in how much money we 
are putting into the prosthetic research, because I think that the 
Veterans’ Administration is probably the leader in that area and 
that maybe we ought to be putting some more in there, because 
that is a vital part of bringing people back to normalcy, if we can 
use that term, when they have severe problems involved in this 
process. 

Dr. Kizer. Well, we can certainly get that information to you, 
and that is one of the specific areas that I intend to review, 
particualrly how prosthetic research balances out with other areas 
that we are funding. 

Mr. Cooley. Thank you very much. 

The Chairman. Mr. Kennedy, Mr. Schaefer, Mr. Flanagan. 

OPENING STATEMENT OF HON. MIKE FLANAGAN 

Mr. Flanagan. Good morning, Mr. Secretary. Thank you for 
bringii^ this distinguished panel here. 

Mr. Chairman, before I begin, I have a statement and some pre- 
pared questions for the record, which I would like to submit, euid 
in the interest of time, I will just ask one of the questions. 

The Chairman. Without objection. 

Mr. Flanagan. Thank you. 

I will once ^ain revisit the horrors of the cemetery condition in 
Chicago. Mr. Gutierrez has very adequately brought the problem 
before us agEiin today, and while Lou and I agree on virtually noth- 
ing, if you look at our voting records, we certainly agree on this, 
and that is our love for the city and our need for the cemetery. 

Chicago, the statisticed area that we are talking about, is be- 
tween 8 and 10 million people, ranging between 17 and 20 congres- 
sional districts. And if my intensity of this seems a little signifi- 
cant, it is because the last national cemetery there, I believe, was 
closed after the Civil War. We haven’t had a place to inter veterans 
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in that area in 100 years. We need a cemetery. Promises have been 
made in the past, and I am mildly concerned that in your budg- 
etapr criteria you have allocated or put aside enough money to 
maintain the interment sites, and actually, as we have heard ear- 
lier today, are going to develop an equipment backlog in this area 
of the veterans aifairs. 

The money you have said is la 3 dng there to acquire the Joliet 
site. The history of it, I think, is a little longer involving the Fort 
Sheridan site, and I am concerned that short shrift was given to 
the Sheridan site and continues to be. 

Mr. Bowen and I have talked on two occasions now, and Mr. 
Weller has introduced very important legislation to try to solve this 
problem, as has Mr. Crane in the past, Mr. Porter, and other Mem- 
bers have taken a very deep and concerning interest in a very spe- 
cific way. 

I wonder if I can ask Mr. Gutierrez’ question again; when can 
Chicago look forward to having a cemetery for that area? 

Secretary Brown. We can’t give you an answer right now, but I 
can tell you, we don’t have a problem there. There is no problem. 
We will build that cemetery. We are in the process of acquiring the 
rights to the land, and we are going to move forward. 

'There is absolutely — I see no re^ m^or problem, I really do not. 
And if something should develop, we will certainly be in touch with 
you and Mr. Gutierrez whom I have spoken with a number of 
times. He has been out on the lead on this issue, and we will make 
sure you receive that information. But I don’t see a problem. 

Mr. Flanagan. Well, I appreciate your concern, and the level of 
concern of Mr. Bowen as well. And we have talked about this again 
and again in a timetable, and been assured again and again, and 
yet you still are reluctant to get even an approximate date. And I 
£im not trying to ask you to ^ve me one now or an)rthing like that, 
because I resize it is impossible in the context of what we are talk- 
ing about. 

Secretary Brown. Yes. 

Mr. Flanagan. But I just wish to make it very clear to you the 

E roblem that many of these congressional districts and these mil- 
ons of people have in not having a place to be interred in Chicago. 
Secretary Brown. I agree with you, and I am saying for the 
record, we don’t have a problem there. ’That is the least of our 
problems; of course, unless someone takes the money out of the 
budget. 

Mr. Flanagan. Well, it is the greatest problem for the elderly 
vets in Chicago, I assure you, Mr. Secretary. 

Thank you, Mr. Chairman. 

[The prepared statement of Congresssman Flanagan appears on 
p. 78.1 

Mr. Gutierrez. Would the gentleman yield? 

Mr. Flanagan. Yes, Mr. Gutierrez. 

Mr. Gutierrez. Mr. Secretary, you have been very generous in 
coming out and holding hearings with the veterans in Chicago, and 
with me specifically, and obviously Lane Eveins’ oversight commit- 
tee that held a hearing on this. And I just think that somebody has 
already issued a statement on your behalf. 
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At the November 6, 1993 field hearing, held under Congressman 
Lane Evans’ oversight committee, we heard from your representa- 
tive, and I am just going to quote from him quickly and then we 
can move on: “Let me emphasize that VA Secretary Jesse Brown 
has taken every opportunity to express his support for a national 
cemetery for veterans in the Chicago area. We hope to complete 
this project and be able to dedicate a new national cemetery, a na- 
tional shrine for this area’s veterans by November of 1997, just 4 
years from now.” 'That was the statement of the representative of 
the Veterans’ Administration at the oversight hearing. 

And I think that is why we are — I wanted to share that with you, 
because I know you didn’t say that there at that hearing and that 
sometimes people misspeak at hearings. But if we could just have 
a definite time — not right now. 

If you could just respond to us and say this is the track that we 
are on so that we can go back to the veterans and tell them here 
is what is going on today in 1995. 

Secretary Brown. Give us a chance to work on it. 

Mr. Gutierrez. 'Thank you very much, Mr. Secretary. 

'The Chairman. We have about seven people, and the Secretary 
has to be at another meeting by noon. 

Mr. Evans from Illinois. 

Mr. Evans. Thank you, Mr. Chairman. 

Mr. Secretary, the VA’s Readjustment Counseling Services is one 
of its best services, it has treated thousands of veterans, helping 
to make that transition back to civilian life. It has strong biparti- 
san support in Congress. 

What is the budget request for the VA Reac^ustment Counseling 
Service and the anticipated caseload during fiscal year 1996? 

Secretary Brown. We don’t have that, Mr. Evans, but we will get 
it for you. 

Mr. Evans. All right. That will be submitted as part of your tes- 
timony in the record? 

Secretary Brown. Yes. 

Mr. Evans. I imderstand Mr. Montgomery raised the issue of the 
GI bill with the COLA only being about 50 percent in terms of the 
cost of living that veterans need to go to school on the GI bill. Why 
Eure ycvi proposing that and what impact do you think this might 
have on the use of the GI bill in the next fiscal year? 

Secretauy Brown. The reason we are proposing it primarily is be- 
cause it is an extension of present law, is an extension of the 1993 
OBRA provisions. And we felt that in order to make a contribution 
toward deficit reduction, this would be an area where we would not 
have to end up eroding any benefits, the basic core of benefits. 
There were 11 of them. 

Of the 11, 9 were scheduled to terminate in 1998; 3 of them were 
scheduled to terminate in 1995, and they are the rounddown of the 
COLA, the Die, and the GI bill. So that is it in a nutshell. I do 
want you to know, as I have already said, we are willing to work 
with the members of this committee on that issue. 

Mr. Evans. What would an average GI bill monthly payment be 
for a veterem on the GI bill, with the 50 percent reduction and the 
cost-of-living adjustment? 

SecretEuy Brown. We can get that for you. 
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Mr. Evans. All right. I think all of us are concerned that it is 
not goiM to be a viable program if it doesn’t keep at least pace 
with inflation, or with regular inflation, much less with the in- 
creases that we see in tuition in the last few years, so I would ap- 
preciate you getting back to me. 

Secretary Brown. We will. 

(The information follows;] 

The average GI bill monthly payment for a veteran will be $411.36 in 1996 with 
a 50 percent reduction in the coat of living a<bu8tment. 

The Chairman. The gentleman from Georma, Mr. Bishop. 

Mr. Bishop. Thank you very much, Mr. Chairman. 

Thank you, Mr. Secretary, for all that you do for veterans. We 
sincerely appreciate your sensitivities. 

Moving to your budget proposals, as you know, there is a tremen- 
dous backlog in dealing with the processing time for disability 
claims, and looking at your proposed budget, could you sort of give 
us in a nutshell how you can reconcile the mission to deliver timely 
benefits with the 200-day processing time for disabilitv claims, and 
is there an^hing in the budget that specifically will help to ad- 
dress that backlog and the time lag in dealing with the disability 
claims? 

Secretaty Brown. Yes, Mr. Bishop. We are very concerned about 
our timeliness, but for the purpose of your question, I have to 
break that question down between timeliness and the Veterans 
Benefits Administration and the Board of Veterans’ Appeals. 

In the Veterans Benefits Administration, we £u*e extremely happy 
about what has occurred. In 1994, our backlog was 452,000. In 
1995, it was 386,000; and in 1996, 296,000. And we expect to reach 
our goal of 250,000 in 1998. And that is where we want to be at 
250,000, because we have about 13,000 people out there, and that 
will keep them busy all year-round and we will be able to get the 
cases out. 

So we really do not have a problem in timeliness at the regional 
office. Where we have the big problem is that if a veteran files an 
appeal, because at the Board of Veterans’ Appeals, the processing 
time there — give me those numbers, please. 

At the Board of Veterans’ Appeals, which is what I am really 
concerned about, in 1991, our average response time was 139 days. 
In 1992, it was 240 days. In 1993, 466; 1994, 781. In 1995, it 
dipped a little bit, to 745. 

Mr. Bishop. Is that the number of days? 

Secretary Brown. Yes, sir. And you can see why we are very, 
very concerned about that. While it dropped down a little bit and 
we received some help from the Congress in the last session, we 
have one-man decision authority and there were some other things 
that we are doing. But we are very concerned about that. 

I have ask^ a special panel to look at it, that consists of the 
service organizations. We even brought in people from the private 
sector and other government agencies to hdp us look at it and try 
to see how we can streamline that case management. So we are 
working very, very hard on that, emd I hope that we will continue 
to have this moving south to try to stabilize it. 

The other problem is that we still have more cases coming in 
than going out. So in order to make any headway at all, the first 
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thing we have to do is to have the same amount coming in and the 
same amount going out, and then once we get there, then we can 
begin to see a little light. So we are working very hard on it and 
we are open, of course, to any suggestions that you can help us 
with. 

Mr. Bishop. That is the biggest complaint that I get from my vet- 
erans, is the tremendous lag time in having their appeals adju- 
dicated. And many times, they call the office saying that I will be 
dead before I ever get a decision one way or the other. 

Secretary BROWN. And some of them are right. If you think about 
it, some of them are right. It could be as much, in some cases, as 
5 years. You take a guy, a World War II veteran, 72 years old, and 
if he has to wait 5 years, there is a good chance he will be dead. 
And the bad thing about it, if he dies and we allow his case, we 
can ohly pay his widow 1-year retroactive accrued benefits. So we 
recognize a decision delayed really is a bad thing. 

Mr. Bishop. Is a decision made? 

Secretary Brown. That is exactly right. So we are going to try 
our best on it. 

Mr. Bishop. You anticipate $170 million in our medical mal- 
practice claims for 1996. What steps have been taken to mitigate 
the need for malpractice claims? 

We have had some complaints about treatment from veterans 
that they have received and some claims of malpractice in our VA 
hospitals. How is that being addressed? 

Secretary Brown. This has a little bit different twist in terms of 
malpractice. What you are referring to is the Gardner decision, 
which was appealed to the Supreme Court. In that decision, we had 
been interpreting regulations since the beginning of time, that in 
order for VA to assume responsibility for something that happens 
to an individual while in a VA hospital as a result of treatment, 
that it had to have happened as a result of an accident or neg- 
ligence, basically. 

Based on the Supreme Court decision, they said no, that is not 
how it should be interpreted. Any veteran, basically where the con- 
dition is increased as a result of treatment, if it is not the desired 
result, then it should be service-connected. So this is a direct result 
of that decision. The first year is $170 million, and then I think the 
5 years is $1.8 million? 

Did I explain that right, Mary Lou? 

Come on up here. 

Ms. Keener. To respond directly to your question; as I heard it, 
you are asking what, if anything, we were doing to reduce the 
number of claims that we see in hospitals, whether they are 1151 
claims or tort claims? Actually, I think that the answer to that 
question lies in with some of the things that Dr. Kizer is doing or 
intends to do in the area of quality assurance. Perhaps Dr. 
Garthwaite could refund to that. 

Dr. Garthwaite. Surely. Every medical center’s goal is to reduce 
all variation to zero. It is like running an airline. You want no 
crashes sustained over time, and I think our goal in health care is 
no mistakes sustained over time. 

Unfortunately, all health care systems are run by human beings 
who use a lot of judgment. We have instituted a national system 
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of continuous quality improvement which looks at all of the proc- 
esses to see if we cam improve our processes to avoid instances of 
poor quality. We review on a regular basis all of the untoward 
events in the hospital, at least all of the major untoward events, 
and look to see if there are system problems or people problems 
and then we try to deal with those based on what we find. 

Secretary Brown. Let me just follow up on that. First of all, did 
I explain that Gardner thing right? 

Ms. Keener. Yes you did, Mr. Secretary. I assume; however, that 
your cost reference was to $1.8 billion rather than $1.8 million. 

Secretary Brown. After that came into effect, Mr. Bishop — and 
I know you are a lawyer — so after that was brought to our atten- 
tion, we did send out guidelines to all of our hospitals saying, this 
is what you will do in terms of people who come into the hospital. 
Is that right? You would tell them exactly how and what to expect? 
Did that go out? 

Ms. Keener. Guidelines from the Benefits Administration went 
out regarding the manner in which pending claims are handled. 

Secretary Brown. Mr. Bishop, let us get back with you on that. 
I think I recall what we did 

Ms. Keener. I think what the Secretary is referring to in con- 
junction with the Gardner decision, is that Dr. Kizer did send out 
guidelines to the field regarding informed consent to all providers 
within the system. 

Mr. Bishop. That is not so much 

The Chairman. If the gentleman would please — other Members 
have sat here so we can get through this — before the Secretary has 
to leave, we will get right back to you. 

Mr. Secretary, if you would identify the lady that just spoke, for 
the record? 

Secretary Brown. Mr. Chairman, this is Dr. Garthwaite. He is 
our Deputy Under Secretary, and the lady that spoke is our Gen- 
eral Counsel, Mary Lou Keener. 

The Chairman. Thank you, Mr. Secretary. 

I want you to know that people hope you are a little bit wrong 
in your statistics as relating to age and death. 

The gentleman from Pennsylvania, Mr. Fox is recognized. 

Mr. Fox. Thank you, Mr. Chairman. It is a pleasure to have be- 
fore us this morning these honored special individuals who rep- 
resent our veterans so ably, and Mr. Secretary, I am very happy 
to have you here today. 

Secretary Brown. Thank you, sir. 

Mr. Fox. One facility that serves my district is Coatesville Hos- 
pital. I wanted to hand over a newspaper article to you that, unfor- 
tunately, occurred, I guess, this week, a veteran choked to death 
at the hospital. And if you could have someone on your staff inves- 
tigate it for me. I don’t know whether it is a problem. 

Following up with Congressman Bishop’s questions on suits, ob- 
viously, we want to keep our veterans heathy. 

To ^e extent that you can get back to my office and let us know, 
or the committee, everyone here, just what is being done over here, 
I don’t know whether it is an isolated ceise or if we have a problem. 
There is an allegation of staff shortage, and if there is, I would like 
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to know about it so we can work with the committee to address 
that. 

Secretary Brown. Yes, sir, we will. 

(Subsequently, the Department of Veterans Affairs provided the 
following information:) 

The Secretary haa responded directly to Congressman Fox in response to his April 
11, 1995 letter (copy attached). 



34 


THE SECRETARY OF VETERANS AFFAIRS 
WASHINGTON 

APR 1 1 1995 

The Honorable Jon D. Fox 
House of Representatives 
Washington, DC 20515 

Dear Congressman Fox: 

This is in response to your inquiry regarding the care 
provided to the late Mr. Leonard Gilbert at the Department of 
Veterans Affairs Medical Center (VAMC) , Coatesville, 

Pennsylvania. The Veterans Health Administration was asked to 
review this matter and the following information was provided. 

As a part of the Coatesville VAMC quality management 
program, a focused review of the care provided to Mr. Gilbert was 
conducted. It was determined from this review that Mr. Gilbert's 
treatment met acceptable standards of care. 

The 75-year-old veteran had been a resident on the Nursing 
Home Care Unit at the medical center since March, 1994. He was 
diagnosed with Parkinson's disease and dementia, with paranoid 
delusions and episodes of agitation. Mr. Gilbert ambulated with 
assistance, had no history of dysphasia or difficulty in 
swallowing, and was not a choking risk. He was prescribed a 
geriatric diet and required assistance only with cutting his meat 
and opening milk cartons. He fed himself during his entire stay 
on Che unit and was able Co clean his dentures. Mr. Gilbert was 
not seriously ill, and did not have a Do Not Resuscitate (DNR) 
order . 

During a treatment team visit on February 14, 1995, 

Mr. Gilbert expressed his desire to be transferred to a contract 
community nursing facility near his son. He was considered 
competent to make this decision, and he was medically and 
psychiatrically stable. Therefore, the team was pursuing this 
option for the veteran. 

Shortly after lunch on February 18, 1995, Mr. Gilbert was 
found to be in acute respiratory failure secondary to acute 
aspiration. Cardiopulmonary resuscitation (CPR) was started 
immediately, and advanced cardiac life support was not 
successful. Mr. Lawrence Gilbert, the veteran's son and next of 
kin, was notified. The coroner was also notified. The veteran's 
son declined an autopsy. He stated he was pleased with the care 
his father had received at the Coatesville VAMC. 
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Page 2 . 

The Honorable Jon t. Fox 

Long-term care standards set forth by the Joint Commission 
of Healthcare Organizations (JCAHO) recognize ’the right of all 
patients to a quality of life that supports independent 
expression and decision-making..." Consequently, each long-term 
care patient in the facility is assessed to determine medical 
status and needs based on functional ability. Once these 
determinations are made, the activity status is established based 
on the patient's ability and desires. Each patient has an 
individualized interdisciplinary plan of care which is reviewed 
and revised as needed. Mr. Gilbert's care plan was updated in 
February, 1995. 

Mr. Gilbert experienced an unpredictable medical emergency 
that could have occurred at home or any other setting. The 
results of VA's Focus Review conclude that staffing and 
supervision on the Nursing Home Care Unit were appropriate. 

My sincere condolences are extended to the Gilbert family. 

If there are additional questions regarding this unfortunate 
occurrence, please do not hesitate to have a member of your staff 
contact Mr. Gary Devansky, Medical Center Director, Coatesville 
VAMC, at (215) 383-0218, extension 4303. 

Sincerely yours, 

-"7^ ’'.'.MC C>9'.es- 'I'e (OO) 

(''0181 
( 1 o » 

(XCII) 

f r,r, 1 Jesse Brown 


JB/ap 
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Mr. Fox. That is in Bucks County, Pennsylvania. 

Secretary Brown. Yes, I have been there. 

Mr. Fox. I have had questions from veterans in my area. Just 
another one brief area that I wanted to take your time on; what 
are the qualihcations for inpatient or outpatient care with regard 
to the percent of disability, tne percent a veteran is disabled? 

Secretary Brown. If you are service-connected, you are basically 
entitled to inpatient and outpatient care for that service-connected 
disability. If you are nonservice-connected — and you correct me if 
I am wrong. Dr. Garthwaite — if you are nonservice-connected, (1) 
there is a judgment made if you may need inpatient care, or (2) if 
you are deemed to be in need of outpatient care as a result of the 
problems that you were hospitalized for, then we can provide that 
outpatient care to you. Is that correct? 

Dr. Garthwaite. Yes. 

Mr. Fox. I guess some of the questions that I am getting from 
veterans in my area is that they may not have the correct percent- 
age of disability or they are not getting the outpatient care or they 
don’t qualify, is what I am trying to say. 

Secretary Brown. Yes, sir. You can run into problems, depending 
on the disability, when it comes to entitlement for outpatient care. 

What is that, Dave — Dave Gorman — what is that? 

If you are 50 percent disabled, you get everything. You get every- 
thing. So the magic number is to get 50 percent disabled ^lnd then 
we provide you inpatient and outpatient care for all of your service- 
connected and nonservice-connected disabilities. That is the very 
important threshold there. 

Mr. Fox. Was that created more recently, or has that always 
been the rule? 

Secretary BROWN. That has been created a while. What we have 
seen here, sir, is there has been a constant shrinking of the eligi- 
bility through legislation. At one time, any veteran who received an 
honorable discharge was eligible for care in the VA. They could just 
come in and get it. 

Now all we are treating, we are treating our service-connected 
veterans, our poor veterans and our prisoners of war. Everybody 
else heis been locked out primarily through our eligibility criteria. 

Mr. Fox. And is there an ongoing quality-of-care system to make 
sure that each of the hospitals has the level that you want as Sec- 
retary and we want as Members of Congress? 

Secretary Brown. Yes, sir. And, in fact, under Dr. Kizer’s leader- 
ship, we are in the process of strengthening that process to make 
it much more responsive. We want to be able to really treat our 
veterans in terms of providing medical care in the same way they 
would be treated if they went to their private doctor. 

You know, a private doctor would not ask you, are you service- 
connected for this? And you say yes. Or you say no, then he would 
say, I can’t treat you. We need to have a primary care kind of an 
attitude that any time a veteran enrolls in our system, we should 
take care of all medical needs, to include preventive care, because 
that is cost-effective. We are not doing that consistently all across 
the country, although we are moving rapidly in that direction. 

Mr. Fox. I have no further questions, Mr. Chairman. 

I thank you very much. 
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The Chairman. I think, Mr. Secretary, this points out how des- 
perately we need eligibility reprogramming, because of all of the 
confusion out there as to who and who is not eligible. 

The gentlewoman from Florida, Ms. Brown. 

Ms. Brown of Florida. Thank you. 

Thank you, Mr. Secretary. 

Secretary Brown. Yes, ma’am. 

OPENING STATEMENT OF HON. CORRINE BROWN 

Ms. Brown of Florida. I want to thank you for your attitude, 
putting veterans first. I had a question about the homeless, and I 
will just give you that in writing, along with my statement about 
it. And I want to go directly to this proposed rescission list wherein 
I see Florida has two facilities on there. 

One is the ambulatory care addition at the VA clinic in Gaines- 
ville that has been on the need list for 18 years, and then I see the 
Orlando Outpatient Clinic at the Orlando Naval Training Center, 
the $14 million, which is an example of how government best 
works when the Base Closure Committee recommends closing the 
Naval Training Center in Orlando. 

We had a brand-new hospital that you and I visited, the Depart- 
ment of Defense gave it to the veterans, and, of course, we needed 
that outpatient care clinic there so desperately, and I see that $14 
million to renovate that is on this list. I want every member of this 
committee and Appropriations to understand whatever your veter- 
ans problems, Florida is worse. We rank first and second in the 
coimtry with the number of veterans, but 4th in funding, and this 
ceinnot go on. 

If you need a cemetery, we need one worse in Florida. We need 
more facilities. Your veterans are in Florida right now in the win- 
ter and we are trying to take care of them with less monev. And 
as these committees develop this list, I want to know when do they 
contact you on these priorities’ lists and have you provided infor- 
mation to these different committees. And I want evep^one to know 
that all of Florida will be jointly together on protecting our veter- 
ans. 

Secretary Brown. Can I get you to say the same thing about my 
Brevard Project in 1996? 

Ms. Brown of Florida. Yes, sir. 

Secretary Brown. You are absolutely right. I agree with you, 
ma’am. As I pointed out, the facilities we provide in Florida on a 
per capita basis are much less than what we provide for the aver- 
age location throughout the country, and we need to move forward 
with these projects. They are needed by our veterans. 

Ms. Brown of Florida. Yes, sir. As I said before, I see two Flor- 
ida projects on this list. So I am hoping that you will get that infor- 
mation to the Appropriations Committee. 

Secretary Brown. Oh, yes. 

Ms. Brown of Florida. Thank you. 

[The prepeired statement of Congresswoman Brown appears on p. 

86 .] 

The Chairman. Thank you. 

Mr. Clement. 

Mr. Spence. 
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Mr. Bachus. 

Mr. Bachus. Thank you. 

Mr. Secretary, as I understand it, not every veteran that shows 
up at the VA hospital gets treatment; is that correct? 

Secretary Brown, '^at does that mean? 

Mr. Bachus. Not every veteran that shows up at a VA facility 
wanting treatment, gets treatment; is that correct, especially in 
Florida? 

Secretary Brown. I would say that would be true, after that vet- 
eran has gone through the eligibility process. 

Mr. Bachus. Do all who are service-related get treatment? 

Secretary Brown. Yes, yes. We should not turn any veteran 
down. In fact, we have a priority program, we issue a little priority 
card for our service-related veterans. 

Mr. Bachus. So any that are wounded or fall ill during their 
service, they are being treated? 

Secretary Brown. Yes, sir. Yes, sir. The only veterans that will 
probably not get treated are the nonservice-connected veterans 
whose income is excessive. Those are the veterans that are locked 
out of the process. So that is what we refer to as our high-income 
veteran, I think the threshold is somewhere around $20,000. We 
can get that for the record. 

Mr. Bachus. Not a very high income though, is it? 

Secretary Brown. No, sir, no, sir. 

(Subsequently, the Department of Veterans Affairs provided the 
following information:) 

Hospital care is considered “MANDATORY’, if a nonservice-connected veteran's 
income is; $20,469 or less if single with no dependents; or, $24,565 or less if married 
or single with one dependent; plus $1,368 for each additional dependent. 

Hospital care is considered “DISCRETIONARY, if a nonservice-connected veter- 
an's income is: $20,470 or above if single with no dependents; or, $24,566 or above 
if married or single with one dependent; plus $1,368 for each additional dependent. 
Veterans in this category must agree to pay a deductible amount for their care equal 
to what they would have to pay under Medicare. The Medicare deductible currently 
is $716 and is adjusted annually. 

Outpatient care shall be furnish for any condition to prevent the need for hos- 
pitalization; to prepare for hospitalization; or to complete an episode of treatment 
after hospitalization, nursing home care or domiciliary care to any nonservice-con- 
nected veteran whose annual income is not greater than the maximum annual pen- 
sion rate of a veteran in need of regular aid and attendance. The maximum annual 
ransion rate with aid and attendance for: a single veteran with no dependents is 
$12,855; or, $15,345 or less if married or single with one dependent; plus $1,368 for 
each additional dependent. 

VA may furnish outpatient care without limitation to prepare for hospitalization; 
or to complete an episode of treatment after hospitalization, nursing home care or 
domiciliary care to; 

Any nonservice-connected veteran whose income is more than the maximum 
VA pension rate of a veteran in need of regular aid and attendance but less 
than the thresholds identified for hospital care, no copayment required. 

Any nonservice-connected veteran whose income is more than the thresholds 
identified for hospital care and are subject to a co-payment of $39 for each out- 
patient visit. 

Mr. Bachus. Let me ask you this; we have been heeiring about 
long delays in getting surgery, especially during health care re- 
form, there were a lot of statistics that came out on the delays at 
VA hospitals, once you were told you needed surgery — and you 
know, there is a now kind of famous GAO report that said you had 
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21 surgeons at 6 hospitals which hadn’t performed a surgery in one 
year. Was that an accurate report? 

Secretary Brown. Let me respond to your first question are 
there long delays? I would say in some of our specialty clinics, 
there are. We are very concerned about that, and that is one of the 
priority areas. We are working to try to reduce those waiting lists 
down to an acceptable level. 

Mr. Backus. Is that on a geographical basis? 

Secretary Brown. Basically, yes, geographical, but in some areas 
it is just the reverse. We do not have waiting lists. So it really just 
depends on the demand for the services, and so forth, and the spe- 
cialty. 

Mr. Backus. And the type of surgeries? 

Secretary Brown. Yes, sir. And the specialty. The other one, 
with respect to the GAO, I think they said we had about 500 sur- 
geons that we did not need. 

Mr. Backus. Then let me just talk about the 21 who hadn’t per- 
formed surgery in a year. 

Secretary Brown. Well, that doesn’t bother me that much, de- 
pending on the circumstances. I will ask Dr. Garthwaite to respond 
to this, but we have many physicians that are surgeons, but they 
do not provide services, they provide internal medicine, they do 
provide other types of medical services. 

Dr. Garthwaite, do you want to respond to that? 

Dr. Garthwaite. You have to looK at the individual situation. 
Sometimes there are physical disabilities or someone classified as 
a surgeon may not actually be performing operations. 'They may be 
providing outpatient services. We had a personnel physician who 
had arthritis of the neck and could no longer stand over the patient 
in the OR. 

Mr. Backus. Let me ask you this, doctor; should they be classi- 
fied as surgeons if they don’t do surgery? 

Dr. Garthwaite. I suppose it would depend on what kind of care 
they eire providing. There is a lot of preoperative care, preoperative 
assessment and postoperative care and assessment that would be 
indicated. We will continue to take a look at that. 

Mr. Backus. Did you find that any of these 21 surgeons were ca- 
pable of performing surgery and were assigned to surgery? 

Secretary BROWN. I am not familiar with the circumstances sur- 
rounding the 21 surgeons, but I will get that information and pro- 
vide it to you for the record. 

Mr. Backus. Do you know if any of them were reassigned or 
were transferred as a result of that study? 

Secretary Brown. Is there anyone here that knows about the 21 
surgeons? Okay. 

Mr. Backus. If you could get me that information. 

Secretary Brown. We will get it to you. 

(Subsequently, the Department of Veterans Affairs provided the 
following information:) 

No, none of the 21 physicians referred to were reassigned or transferred as a re- 
sult of that audit. The OIG Report asserts that 21 of 153 surgeons at the 6 VAMCs 
audited “spent no time in the operating room during the year." Although it is not 
indicated in the Report, we were subsequently informed by the OIG that the year 
was 1990. The OIG also provided a copy of their summa^ audit sheets for 153 phy- 
sicians at 5 of the 6 VAMCs. Obviously the number of individual physicians at the 
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6 VAMCs was more than the 153 stated in the OIG report. (We suspect their count 
should have been 164 or 165.) 

There are other inconsistencies and a number of discrepancies in the data pro- 
vided by the OIG compared to analysis of the same data sources by VHA. Although 
we have informally provided the OIG with our findings, we do not, as yet, have an 
explanation for the discrepancies. VHA believes the assignments of the 21 physi- 
cians cited were appropriate and that their productivity was excellent. 

Attached is a White Paper responding to the OIG’s allegations regarding these 21 
physicians. In it, we review the OIG’s assertions, inconsistencies between this por- 
tion of the OIG Report and the audit data supplied to us by the OIG, discrepancies 
between the OIG's findings and our own (despite having the same data sources) and 
a review of the assignment of each physician cited by the OIG as having no operat- 
ing room time. For purposes of privacy, the individual physicians are identified in 
code for this report. 
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Aspect of OIG's Report on VHA's Surgical Program, 4R4-A01-063: 

The 21 Who “Spent No Time In the Operating Room" 

The OIG's Audit of VHA Surgical Progreui Workload Reporting, 
Utilization of Resources, and Construction Planning Practices, 
(Report No. 4R4-A01-063, dated Maurch 31, 1994) asserts 21 surgeons 
“spent no time in the operating room during the year." (page 25) 
Although it is not indicated in the Report, we were subsequently 
informed by the OIG that the year was 1990 and provided a copy of 
their summary audit sheets for 153 physicians at 5 of the 6 VAMCs. 
The OIG did not specify fiscal versus calendar year. 

This report will not address our fundamental disagreement 
with the standaurxis utilized by the OIG in this study. However, 

VHA believes that they are so flawed as to negate the OIG's 
conclusions about surgical staffing in these facilities and in the 
rest of VHA. 

There are some fundamental errors in the OIG Report. 
Specifically, the Report states, “74.43 FTEE at the six surgical 
activities visited were composed of a total of 153 individual 
full-time and part-time staff surgeons paid by VA." The OIG audit 
data shows 153 physici 2 Lns at 5 of the six sites, accounting for 
66.43 FTEE. No data was supplied VHA on the other site, 
Wilmington, DE. It had 8.00 FTEE composed, we think, of 12 
surgeons. In addition, the OIG data sheets reveal some 
differences in interpretation of “hours availcible" from station to 
station. For VAMCs Des Moines, lA, Long Beach, CA emd San Diego, 
CA, full time is translated into 2,000 hours 2 u»d fractions (such 
as 1/8) are based on 2,000 hours (i.e., 250 hours). For VAMC 
Okleihoma City, OK, full time and its fractions are based on 2080 
hours. For Wilkes Barre, PA, which the Report notes was based on 
3 month data projected for the year, full time and seems to equate 
to 1952 hours available. 

Three of the 21 physicians had left their staff positions 
before the beginning of fiscal year 1990 (fiscal year 1990 begem 
October 1, 1989.) Eight of the physicians were from Ophthalmology 
or ENT sections that do surgical procedures in the clinic eureas 
and thus were not captured on c^>erating room logs. But 7 of the 
eight pierformed or supervised surgical procedures among their 
clinical activities; the other is a specialist pathologist, not a 
surgeon, who wor)cs for the eye section of surgical service because 
that is his sp)ecialty. Most of the others were sp>ecifically 
employed to ceunry out clinical activities in outpiatient clinics or 
to provide other, non-op)erating, surgical services (clinical, 
administrative, educational or resecurch) . Although not fully 
audited, VAMC Sem Diego notes that SDls' naime was listed in the 
opjerating room log “multiple times" and thus disputes the OIG’s 
allegation of no OR time. 

Below is a summary of the findings of the OIG regeurding the 
21 p)hysicicms followed by a listing with VHA's findings for each 
of them. We believe the facts fully justify their assignments and 



42 


wish to emphasize that an Increasing eurxay of procedures, 
including ever more complex ones, are most appropriately done in 
outpatient clinics are fully legitimate surgical procedures. As 
we have pointed out elsewhere, analysis of time spent in the 
operating room is not a useful way to analyze appropriate 
productivity of surgeons. 

[In Section A, all data is extracted fr«n the OIG Report or 
OIG data sheets lad:>eled by hand "1990" and by computer 
"SURGSTAF.XLS." A bold line identifies the station, the number of 
physiciams who were alleged to have spent no time in the operating 
room, the total number employed by the Surgery Section and the 
total FTEE they represent. Next come the individual surgeons by 
code, the “hours available per year" and the specialty ) 

Section A: 


Des Moines, ZA 
none 

(none of 15 

surgeons, 8.30 FTEE) 

Oklahoma City, 

OX (4 of 

31 surgeons, 1.17 of 11.68 FTEE) 

OCl 

260 

Oi*thalmology 

0C2 

1820 

Ophthalmology 

OC3 

90 

ENT 

OC4 

260 

ENT 

Wilkes Barra, PA (none of 11 
none 

surgeons, 9.45 FTEE) 

Long Beach, CK 

(6 of 

46 surgeons, 1.32 of 19.40 FTEE) 

LBl 

600 

"Other Subspecialties" 

LB2 

900 

Neurosurgery 

LB3 

500 

ENT 

I£4 

33.4 

Orthopedics 

LBS 

200 

Ophthalmology 

LB6 

400 

Ophthalmology 

San Diego, CA 

(11 of 

50 surgeons, 2.94 of 17.60 FTEE) 

SDl 

250 

"Other Subspecialties" 

SD2 

120 

"Other Subspecialties" 

SD3 

750 

Orthopedics 

SD4 

500 

Orthopedics 

SD5 

15 

Orthopedics 

SD6 

500 

Orthopedics 

SD7 

500 

C^htha Lroology 

SD8 

250 

Neurosurgery 

SD9 

500 

General Surgery 

SDIO 

2000 

General Surgery 

soil 

500 

General Surgery 

trilmisgton, DE 

(presuiiud>ly none of the surgeons who 


comprise 8.00 FTEE. Data was not provided from the audit of thia 
station.) 
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In Section B, VHK provides specific information for each 
physician identified in Section A. It also includes a line on the 
FTEE for FY90 according to the Cost Distribution Report (CDR) . 

Section B; 

Oklahcoa City, OK (4 of 31 surgeons, 1.17 of 11.68 FTEE) 

1990 CDR shows 11.3 FTEE, 3% less than OIG Report 

OCl 260 Ophthalmology OCl spends adl 

of his time in the clinical setting. His specialty in 
Ophthalmology is the retina and his time is spent in VAMC clinics 
overseeing residents using laser techniques for the retina. 

0C2 1820 Ophthalmology OC2 was the 

Chief of Ophthcdmology and as such had major administrative duties 
and was instrumental in establishing the Laser Program. He also 
trained residents in laser techniques for glaucoma in the clinical 
setting. 

0C3 90 ENT OC3 was 

Assistant Chief, Otorhinolaryngology and his time was spent 
supervising residents in clinical areas. 

0C4 260 ENT OC4 was Chief of 

Otorhinolaryngology and basically was in the administrative 
capacity including oversight of the residency training program. 
Wilkes Barre, PA (none of ii surgeons, 9.45 FTEE) 

1990 CDR shows 9.5 FTEE, 1% more than 010 Report 

none 

Long Beach, CA (6 of 46 surgeons, 1.32 of 19.40 FTEE) 

1990 CI» shows 17.4 FTEE, 11% less than OIO Report 

LBl 600 "Other Subspecialties" LSI was 

hired specifically to provide staff coverage in the vascular 
clinic. The letter requesting his appointment specifically 
identifies this as the role he is to fulfill. Because of his busy 
practice, LBl resigned T 11/90. 

L82 900 Neurosurgery LB2 was 

only on the part-time staff from 7/28/86 to 7/1/89 at which time 
he became a consultant. Thus he was not present during fY90 or 
calendar 1990. 

133 500 ENT LB3 was 

employed to staff IB's ENT clinic. This was a very active service 
in 1990, seeing 7938 outpatients and performing 170 OP procedures. 
ENT is primarily an outpatient speciedty. 

134 33.4 Orthopedics LB4 is 

employed to provide coverage to the orthopedic clinic. This is a 
very busy area, treating 8933 outpatients in 1990. LB4's 
employment averages less than 40 minutes per week. 

135 200 Ophthalmology LBS is an 

ophthalmologic subspecialist hired to provide coverage in the 
outpatient clinic. This is the busiest section and saw 13,352 
outpatients in 1990. Procedures are done in the clinic. 

136 400 Ophthalmology IB6 is also 

an ophthalmologic subspecialist hired to provide coverage in the 
outpatient clinic. This is the busiest section and saw 13,352 
outpatients in 1990. Procedures are done in the clinic. 

San Diego, CA (11 of 50 surgeons, 2.94 of 17.60 FTEE) 
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l»»0 CDR shows 16.6 FTEB, 6% Isss than OIG Rsport 
SDl 250 "Other Subspecialties" SDl was a 

sanlor thoracic surgaon who devoted the majority of his time at VA 
to educational endeavors of students and housestaff. He provided 
attending coverage in the OR as required. /VAMC San Diego did a 
oomprehenslve review of the Operating Room log for all of 1990 for 
six of their surgeons in follow up to the OIG report. Although 
SDl was not one of those six, "it was noted that [SDl]‘s name 
appeared multiple times. iTierefore ‘O' total hours spent in the 
OR for the year is hardly correct for SDl." He was also on an 
"intermittent* appointment. In FY90 he was paid for 182,5 hairs,] 
SD2 120 "Other Subspecialties" SD2 was a 

full time cardiac surgeon who was at VAHC San Diego from ^pril 
1988 to January 16, 1989, She participated in the operating room, 
educationetl and research activities while there. She was not 
present during FY90 or calendar 1990. 

SDl 750 Orthopedics SD3 was a 

hand surgeon who participated in clinic, teaching and research 
activities. [He was also on an "intermittent" appointment. In 
1190 he was paid far 662 hours.] 

SD4 500 Orthopedics SD4 is a 

senior orthopedic surgeon who rarely operates at the VA. He 
devotes the majority of his time to a large research effort 
related to rehabilitation. [He is also on an "intermittent" 
appointment. In FYRO he was paid for 151.5 hairs.] 

SD5 15 Orthopedics SD5 was a 

spine surgeon who attended to patients in the back pain clinic. 

He resigned in Octcher, 1988 and thus was not present in FYRO or 
calendar 1990, [He had been on an "intermittent" appointment.] 

SD6 500 Orthopedics SD6 is 

Chairman of the Department of Orthopedics and Rehabilitation at VC 
San Diego. He does not routinely participate in the OR at the VA 
but devotes time to administrative, educational and research 
activities. [He is also on an "intermittent" appointment, in 
FYRO he was paid for 350 hours.] 

SD7 500 Ophthalmology SD7 is a 

non-operating ophthalmic pathologist who does medical 
ophthalmology and ocular pathology. [He is also on an 
"intermittent" appointment. In FYRO he was paid for 214.5 hairs.] 
SD8 250 Neurosurgery SD8 is a 

senior, non-operating neurosurgeon who participates weekly in 
Neurosurgery Clinic. [He is also on an "intermittent" 
appointment. In FY90 he was paid for 250 hairs.] 

SD9 500 General Surgery SDR is Chairman 

of the Department of Surgery at VC San Diego. He takes night and 
weekend call at VA and participates in the operating room as 
necessiury. He devotes the majority of his time to educational 
endeavors as well as administration . [He is also on an 
"intermittent" appointment. In FYRO he was paid for 504 hairs.] 
SDIO 2000 General Surgery SDIO is a 

senior, non-operating general surgeon who is assigned full time at 
the Outpatient Clinic in Mission Valley. He occasionally observes 
in the OR and actively participates in teaching conferences. 
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soil 500 General Surgery SDll is a 

senior, non-operating surgeon who is Chief of the Non-Invasive 
Peript^al Vascular Laboratory. [He is also on an "intermittent" 
appointment, airing FY90, SDll's intermittent appointment was 
changed from 2/8 to 3/8. As a result he had more hours available 
than listed by OIG. In FV90 he was paid for 758 hours.] 

[In summary, the time available for these 11 physicians at 
San Diego was 14% less than that reported by OIG due to their 
intermittent appointments or their having left before the audit. 
The OIG reported 5,885 hours avail^Lble for the group for the year. 
In fact they were paid for 5,072.5 hours.] 

Wilmington, DE (prastasably none of the surgeons who 

comprise 8.00 FTEE. Data was not provided from the audit of this 
station.) 

1990 CDR shows 6.9 TTEE, 16% leas ttum 0X6 Report. 

In summary, the OIG Report states that these 21 surgeons 
represent 5.43 FTEE of a total of 74.43 FTEE. VHA's totals show 
these surgeons to account for less than 5 FTEE and all physicians 
attributed to the surgical services of these VAMCs in FTf90 to 
total 70.9 FTEE. At least 6 of the 153 individual physicians 
listed by the OIG audit sheets had left their stations by the 
beginning of FT90 (and one more on 10/8/89) end the 11 or 12 
surgeons at VAMC Wilmington, DE were not included in the OIG's 
overall count of 153. Three of the 21 surgeons said to have no 
operating room time were among those who had left their staff 
positions before TY90. Eight of the 21 are ophthalmologists or 
ENT physiciems who do most of their procedures in clinics with 
outpatients. Most of the others were specifically hired to 
provide coverage to clinics or have non-operative assignments. 

The claim of no OR time for at least one (SDl) is wrong - and VHA 
believes it to be in error for one or two of the others. Several 
have major administrative responsibilities. VHA believes that 
these physiciems are fully justified in the roles they fulfill. 
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Mr. Backus. And you can understand if someone is no longer 
able to perform surgery, but I would suppose you are compensatmg 
them as a surgeon if you are designatmg them as a surgeon, and 
I would think maybe a redesignation is in line. 

Secreteuy Brown. Grood point. 

Mr. Backus. Let me ask you this, this is a difficult question. I 
know it causes a lot of emotional feelings. But we are beginning to 
read in the paper, and I guess William Safire is probably the most 
famous vocal opponent who says that you have a failed system and 
that you have a veterans medical system that less than 10 percent 
of the veterans are utilizing; the other 90 percent have decided to 
go to private health care. And number one; is that accurate? And 
number two, you have said, according to those articles, that the 
private sector motivated by profit cannot meet the unique needs of 
veterans; would you explain that to me? 

Secretary Brown. Yes, sir. Krst of all 

Mr. Backus. Now, obviously, over 90 percent are going to private 
facilities. 

Secretary Brown. Well, see, that is one of the things. This is a 
game. You have to discredit VA in order to help perpetuate the 
idea that it is no good and, therefore, should no longer exist. 

Mr. Backus. I am not doing that. 

Secretary Brown. I know you are not, sir, because you have al- 
ways been in our comer. I only said that to say this; because of 
legislation, we can only treat our service-connected veterans, our 
poor veterans and our prisoners of war. All the rest of them are 
locked out of the process. Even if you had a veteran that made $1 
million a year and he said, nonservice-connected, and he said I 
want my care at the VA, we could not provide that individual with 
care. So when you say that 90 percent of the people go somewhere 
else, they go somewhere else because the law will not permit us to 
take care of them. Those are the real facts. 

With respect to what do I mean when I say that the private sec- 
tor cannot respond to the needs of our veterans, I mean this: num- 
ber one, this is my own view; if you look at the consensus across 
the country now, you are going to see that our bed vacancy rate, 
and I think I am correct here, our occupancy rate is higher than 
the private sector. 

Mr. Backus. I think it is 23 percent vacant beds? 

Secretary Brown. Yes. It is pretty low. And so, obviously, people 
are now looking for new markets. But the thing that is dangerous 
about this is that 60 percent of the people that we treat are poor. 
So if somehow you figure out to get, let’s say, 20 percent or the 
folks that we treat that can pay for their care in the private sector 
and then you get rid of the VA hospital, then all of these other 
folks, they slip through the cracks, because no one is going to take 
care of them because they ceui’t pay for it. 

With respect to the specialized services, let me give you one ex- 
ample of wny VA is so important, euid this also relates to the ques- 
tion dealing with research — the Persian Gulf. We had ahout 
700,000 people who actually went there, and let us say, for in- 
stance, all 700,000 of them came home sick. Now, the private sector 
will look at that and say, now, how much money do I want to in- 
vest in research in taking care of these people, because even if I 
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find a cure that may cost me millions or even billions of dollars, 
the marketplace itself is not large enough for us to ever realize a 
return. The cost of the end result would be just prohibitive. 

So you need a system that tries to do the right thing by the peo- 
ple who have given up something in carrying out national policies. 
And we also have fecial sensitivity in terms of our spinal cord in- 
jury, our PTSD. Who wants to treat people suffering from PTSD? 

They are very difficult to manage, and because they are difficult 
to manage, many of them do not make economic adjustments. So 
they donT have the ability to pay for their care. So those are the 
kinds of things that I am afraid the private sector would not want 
to accept. So you end up fragmenting the system and 80 percent 
of the people we now provide care to, fml through the cracks. 

TTie Chairman. The gentleman’s time has expired. 

Please, we have two more to go. We will 

Mr. Bachus. I just want to make a brief comment, if I could? 

The Chairman. Very brief. 

Mr. Bachus. I would simply say, Mr. Secretary, I would hope 
that in the future, those ^u'eas where you do have the unique 
needs, like the Gulf War veterans, and these other thinra you have 
identified, that you will put priorities with those. I think there has 
been some fhistration with us that those are the very people whose 
problems sometimes haven’t been addressed. 

The Chairman. The gentleman from Georgia, Mr. Barr. 

Mr. Barr. 'Thank vou, Mr. Chairman. 

And thank you, Mr. Secretary. I look forward to, as a new mem- 
ber of this committee, working closely with you on these very, very 
important matters. 

In looking over the material that you have presented before us 
this morning, I would like to ask if you are comfortable with the 
independent budget that has been presented overall? I know that 
you are only one vote and one voice among many in the adminis- 
tration that prepares the overall budget, and there are many fac- 
tors that have to be taken into account, but we have already 
touched on certain things here this morning that we see as problem 
areas that the budget proposal has failed to address, the eligibility 
rules, the decreases in certeiin COLAs, and so forth, and hopefully, 
we be addressing those. But are you comfortable with this 
budget? Are there areas where you would like to work with us to 
address these problems and seek increases? 

Secretary Brown. Well, obviously, with respect to the independ- 
ent budget, I think that it is a great document. I know the individ- 
ueils who are involved in that whole process, and, in fact, I, myself, 
was involved in it for a number of years. And therefore, we rely on 
it in trying to figure out exactly how we should proceed. 

But we nave a different kind of approach. We have different con- 
straints, different limitations that we have to take into consider- 
ation. And this does not mean that we do not agree with the inde- 
pendent budget. Quite frankly, I think the independent budget is 
one that really moves more toward the ideal. 

If we had enough money to do everything perfectly, to com- 
pensate for the deficient funding over the last 25 or 30 years, to 
do all the things we need to do to bring us to exactly where we 
wemt to be, then the independent budget is the way to go. But we 
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don’t have those resources, so we have to live within the con- 
straints of the resources that are made available to us. 

Mr. Barr. I am not quite sure I understand. There are certain 
things that aren’t addressed in the budget proposals that I have 
just touched on. Are 5 'ou comfortable with the failure of the budget 
that the President is proposing to address eligibility rules? Are you 
comfortable with the proposed decreases in certain of the COLAs? 

Secretary Brown. TTiat is two questions. With respect to the eli- 
gibility rules, we did not address it; that does not mean that we 
are not worlung on it. We addressed the question of eligibility re- 
form in its entirety in the National Health Caue Reform Initiative. 
TTie VA had a wonderful program that really would have resolved 
just about all of our problems. That fell through. 

So now we are working very hard trying to put together another 
package. I know for a fact that this committee is interested in re- 
forming the whole system, and we will be working with them on 
that. So while it is not part of the 1996 budget, we are still working 
on it. So that is exactly what we are doing there. 

The other question had to do with 

Mr. Barr. Are you comfortable with the fact that it isn’t reflected 
in the budget? 

Secretary Brown. Yes. 

Mr. Barr. I am still not sure I understand. 

Secretary BROWN. Yes, I am comfortable with the fact that it is 
not reflected, because we do not have the conceptualization in a 
fashion that we are ready to present anything. So in that respect, 
yes, I am comfortable with it. 

We are now reorganizing our whole operation under Dr. Kizer, 
and so all of that plays a major role in it. And I think you asked 
about the extenders, what was the second? 

Mr. Barr. The COLAs. 

Secretary Brown. That hurts me. These extenders hurt me when 
they came out in OBRA 1993 and, auite frankly, I feel bad that we 
have to continue this. And the whole concept here, we just simply 
said, let’s extend what is already in current law, in some instances, 
in eight instances, we extended for 2 years, and in three, we ex- 
tended it for 4 years. 

As I have said already, I am willing to sit down and talk with 
this committee about any other options that they feel that would 
be appropriate. 

Mr. Barr. My concern, I mean, I am not comfortable with either 
of the two areas that I touched on. My feeling of discomfort derives 
partly from the fact that we look at some other portions of the 
budget, AmeriCorps spending increasing, and that is why I am 
very uncomfortable with this. And some of the other materials I 
have started to go through here this morning, euid will have a 
chance to go through in detail I think touch on some of these also. 

But I do look forward, Mr. Chairman, as a member of this com- 
mittee, to working to address what I consider some deficiencies. 

There are some provisions in here, Mr. Secretary, that I think 
are very good, and I hope that you will press just as hard as you 
can, for example, to make sure that the, both the major construc- 
tion and minor construction increases continue. 

Secretary Brown. Yes, sir, we will. We will. 
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Mr. Barr. Yield back the balance of my time, Mr. Chairman. 

The Chairman. I thank the gentleman. 

The gentlewoman from Calimmia, Ms. Waters. 

OPENING STATEMENT OF HON. MAXINE WATERS 

Ms. Waters. Thank you very much, Mr. Chairman. 

I would like to add my words of welcome to the Secretary for 
being here this morning and allowing me to share with you my real 
appreciation for your passion, for your job and your work. It is un- 
usual to hear Secretaries and others come before committees and 
talk about their pain at seeing certain things, and you know, cer- 
tain kinds of cuts that truly cause them to despair for their con- 
stituency, so I really do appreciate your passion. 

I have many questions I could ask you, but I really don’t know 
what it means right now. I am concerned about construction. I 
have to be concerned about construction and rehab, because I know 
very well that women are not adequately served in the system, be- 
cause you don’t have the bathrooms to accommodate them and 
other l^ds of things. 

But why should I ask you about that when yesterday $206 mil- 
lion was cut from the budget in rescissions; $50 million in equip- 
ment, and another $156 million in construction. 

Now, that decision was made, nobody told us when all of the vet- 
erans came before us, the paralyzed veterans, the noncommissioned 
officers, the disabled, nobody told us that that was in the plan. Ev- 
erybody sat on this committee and told veterans how much we 
loved them, how we were going to fight for them, and then they 
went behind their back and just rescinded what I consider to be an 
impoHant part of the budget. 

And the reason I can’t ask you the other questions about what 
happened to SMOCTA, the occupational conversion, the Service 
Members Occupational Conversion amd Training Act, why isn’t it in 
the budget? I guess I know why it isn’t in the budget. The veterans 
are being squeezed, being asked to cut back, being asked to be a 
part of reducing the deficit, but that is not all. You are going to 
get cut some more. 

I mean, we are sitting here listening to your wish list or the ad- 
ministration’s budget and we are going to hear the independent 
budget. But the veterans are going to be cut some more. I would 
feel better if they would just come out and tell us how much they 
are going to cut you and then let us plead and beg for something. 

I don’t know where it is going to come. But you are going to be 
cut some more. And so I am not going to ask you anything about 
why aren’t you doing this and why aren’t you doing that; I know 
why you are not doing it. 

You are being squeezed. And the very people who want more 
services, who want to reduce the backlog, who want to make sure 
the construction is going on, they are not, they are not asking 
themselves the correct question: Who pays for this? Where is the 
money going to come from? Am I willing to stand up and fight for 
veterans to have the dollars that they need in order to do what I 
want to be able to do? 

I wish you could build all the cemeteries, reduce the backlog, ex- 
pand medical care for women, put women in the clinical trials. I 
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got a long wish list. But I am not going through this exercise of 
asking you why you are not doing it. 

What I want to know from those who are going to cut you some 
more, is tell us now, tell us in advance, give us some advance no- 
tice so we will know where to get on our knees and beg you not 
to do it. 

So thank you for coming. I wish it was under different cir- 
cumstances. But the fact of the matter is, you are going to get cut 
some more. 

Secretary Brown. Yes. 

Thank you so much for that, Ms. Waters. I am going to be howl- 
ing, too, ml the way. 

Ms. Waters. I just want you to scream in the right direction, 
okay? 

Secretary Brown. Yes, ma’am. 

Mr. Bishop. Will the gentlelady yield for just a follow up? 

Mr. Secretary, the gentlelady from Florida asked the question 
earlier as to whether or not your Department had been consulted 
with regard to the rescissions. Have you all be involved in that 
process at all in terms of priorities, in terms of if you got the cut, 
we are going to cut “X” amount of dollars, and here are our prior- 
ities, cut this first, but don’t cut this, these are essential priorities? 
Have you had any consultation at all from those rescission people 
that have cut it? 

Secretary Brown. No, Mr. Bishop. We were not consulted. We 
read about it primarily in The Washington Post this morning. We 
had some indications about it yesterday afternoon, but this was the 
first that we were aware of it. And it bothers me. 

I have to say this just for the record, it bothers me in the sense 
that if you look at just for the last 10 years, veterans have already 
been cut about $10 billion. And now, we are at a point where there 
are really no other programs that you can cut without really hurt- 
ing the veterans, and the institutions veterans rely on. 'That is 
what bothers me. This approach is going to prevent us from looking 
out for these people we talked about; what a great job they did on 
Iwo Jima and during World War II. 

Mr. Bishop. Do you know whether the VSOs were consulted, do 
you know whether they were consulted on those rescissions? 

Secretary Brown. I think they are going to be up here next, and 
I am sure that you can ask that question to them. I am not sure. 

The Chairman. The next panel will be able on answer that, Mr. 
Bishop. 

The gentleman from Florida, Mr. Steams. 

Mr. Stearns. 'Thank you, Mr. Chairman. 

OPENING STATEMENT OF HON. CLIFF STEARNS 

I want to compliment you for having this hearing and, of course, 
I want to welcome the Secretary and his staff here today. I am 

[ )robably going to echo a few of the comments made by my col- 
eame, Corrine Brown, who is as concerned about the rescissions 
as I am. 

I have a letter from you dated December 2, 1994, where you indi- 
cated that the psychiatric hospital that I had worked for in the 
101st, and the i02nd, and the 103rd Congresses, would no longer 
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be funded and, in fact, you were saying that, the ambulatory care 
addition would be. Now, of course, I see this is in a rescission pack- 
age. So I have talked to my colleague from Florida and others and 
we know that we are going to have to work hard with the Appro- 
priations Subcommittee on VA/HUD to see if we can reinstate the 
ambulatory care addition in Geiinesville, FL, which I am particu- 
larly concerned about. It is not in my congressional district, but I 
do feel that I have been instrumental in helping with this project. 

That being said, I wanted to touch on something on which I felt 
this committee was very forceful in taking a leadership role. Both 
Mr. Stump and Mr. Montgomery have mentioned this, and that is 
the Persian War Gulf veterans with Gulf War Syndrome — I don’t 
know if it has been talked about — but how much compensation will 
the Veterans’ Administration pay to the Persian Gulf vets? 

Secretary Brown. Each veteran is eligible for a minimum of $89, 
to a maximum of single veteran, about $1,800. But if he or she is 
catastrophically disabled, it could go up to $5,000 a month. 

Mr. Stearns. Is that going to be adequate for the number of Gulf 
War Syndrome veterans that are coming into the system? I don’t 
mean in, but how many do you anticipate there will be in the sys- 
tem? 

Secretary Brown. Well, we do not know. What we do know, we 
have about 40,000 on our register. And we have taken a very ag- 
gressive approach in terms of outreach. We wrote personally to all 
of them, and we advised them about this new law that would per- 
mit us to provide compensation for imdiagnosed illnesses. And so 
we are going all around the country talking about it; we are estab- 
lishing a new hotline and for the record, it is 1-800-PGW-VETS. 

And any veteran can call and be advised about four things, basi- 
ceilly, and these are the four things I am concerned about the most: 

Number one, we want them to know they are entitled to priority 
care at VA. All they have to do is to say, I feel I am suffering from 
some problem that is related to my service in the Gulf and we are 
going to teike care of them. 

Number two, we want them to know that we are going to com- 
pensate them for undiagnosed illnesses. 

Number three, we want them to know we are moving forward on 
our research initiatives. We have about 40 research projects out 
there. We have also established our own research centers in three 
locations. 'They are located in Boston; East Orange, New Jersey; 
and Portland. And we are also looking at everything, nothing is off 
the table, imlike some areas that are kind of fuzzy. 

We come right up front and say we are going at depleted ura- 
nium, we are going to look at possible exposure to chemical and bi- 
ological agents. We are going to look at the indoctrination process 
to see whether or not that is the cause of the problem. So we are 
going to look at absolutely everything. 

And then the last thing we wanted them to know is this: we 
wjmted them to know that the U.S. Government appreciates their 
service, that these services are available to them, and we want 
them to have them. So we are making an all-out effort to get them 
some information. 
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Mr. Stearns. Mr. Secretary, what do you anticipate the addi- 
tional number coming into the system will be? As a result — what 
do you project over the next 1, 2, 3 years? 

Mr. Vogel. We — Mr. Steams, we have made projections — it is 
very difficult to make projections of undiagnosed illnesses. This is 
rather new ground. 

Mr. Stearns. But have you set aside some money to do this. 

Mr. Vogel. We have, indeed. About $21 million is the antici- 
pated cost for this year, and slightly more than that next year. 
Based on the — about two-fifths of all of those who served in the 
Persian Gulf are still on active duty. We won’t see them for a while 
until they are discharged or whatever. 

But the anticipation is that we — there is money in the budget to 
take care of it. Very difficult to project undiagnosed illness and the 
relative cost of that. The evaluations that we have seen to date, 
and they are comparatively few, have been completed through the 
adjudication process, the evaluations are comparatively low. 

The VA medical response is a very, I beUeve as the Secretary 
says, is a very healthy one. Just the other day, our President and 
our Secretary met personally with one of the first individuals that 
had a claim adjudicated under the undiagnosed illness, and the 
message there was that the VA responds for medical care, for com- 
pensation and research is full and adequate. 

Mr. Stearns. You know, in my congressional district what I hear 
from the Gulf War veterans. They tell me when they go to the VA 
hospital, the test is sort of mediocre, it is a quick test. But, I mean, 
it doesn’t seem to be a standardized test for them to say, I qualify. 
Now, maybe I am just listening to them. 

Secretary Brown. Well, now, we are talking about two things, 
sir. When you talk about qualification, the test we provide, the pro- 
tocol test, is primarily for research, for statisticeil purposes. That is 
to see if anything is wrong with them. 'That is kind of a baseline 
test and it has nothing to do with compensation. 

Now, if they file a claim for compensation, then we will schedule 
an examination for compensation purooses, and then they will 
come in and we will evaluate the disability they are suffering from. 

Mr. Stearns. Do all of the VA hospitals have that capability, to 
do evaluations in their hospitals? Has that capability been ferreted 
out and given to all of the hospitals? Can I say to dl of the veter- 
ans, our hospitals have that capability? 

Secretary BROWN. Yes, you can. 

Now, in fact, as a backup, some cases are referred to special hos- 
pitals when we are not able to really get a handle on what is hap- 
pening, on what is the pathological problem. That is why we set 
up three diagnostic centers. They are located in Washington, DC, 
L.A., and in Houston, I think. There we send the more difficxilt per- 
son to get a diagnosis. 

Mr. Stearns. Okay. 

The Chairman. 'The gentleman’s time has expired. 

Anyone have a real quick question? 

Thank you. 

I would like to thank the Members for their attendance this 
morning and for their adherence to, as nearly as possible, to the 
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5-minute rule. It is very much appreciated, to allow everybody to 
be heard. 

Mr. Secretary, we appreciate your attendance here this morning. 
You have been very generous with your time, and I think if you 
will notice the attendance of this committee this morning, 31 of 33 
Members, you can see how we are concerned about veterans this 
year. 

We thank you once again for your time. 

Secretary Brown. Mr. Stump, just one last comment. 

I want to thank you so very, very much for conducting a fine 
hearing, sir, and I look forward to continuing to work with you as 
we have worked together in the past on loolang out for our veter- 
ans. 

The Chairman. Thank you, sir. 

If I could, let me remind the veterans we have two more panels 
that we have to go through. 

The next panel would be on the Independent Budget, if they 
would come up, kindly. 

If we could please clear the room as rapidly as possible, for those 
that have to leave. 

Thank you. 

Our next panel consists of Noel C. Woosl^ from the AMVETS, 
from the DaV, Richard Schultz; from PVA, Russell W. Mank; and 
from the VFW, Jim Magill. 

Gentlemen, we appreciate your patience. You have 5 minutes, 
and your entire statement wifi be put in the record. If you care to 
summarize shorter than that, we would appreciate it. 

I have no particular order; anybody want to volunteer to be first? 
Mr. Magill. 

STATEMENT OF JAMES N. MAGILL, LEGISLATIVE DIRECTOR, 

VETERANS OF FOREIGN WARS; RUSSELL W. MANX, LEGISLA- 
TIVE DIRECTOR, PARALYZED VETERANS OF AMERICA; RICH- 
ARD F. SCHULTZ, LEGISLATIVE DIRECTOR DISABLED AMER- 
ICAN VETERANS; AND NOEL C. WOOSLEY, NATIONAL SERV- 
ICE DIRECTOR AMVETS 

STATEMENT OF JAMES N. MAGILL 

Mr. Magill. Mr. Chairman, once again, AMVETS, the Disabled 
American Veterans, PVA and the VFW are pleased to be able to 

f iresent to you for the ninth consecutive year the fiscal year 1996 
ndependent Budget for the Department of Veterans Affairs. As in 
the past, all of the recommenaations contained in this document 
have the imanimous approval emd support of the four VSOs in- 
volved. As you know, each VSO has been tasked with a specific 
area of responsibility. 

First, you will hear from Russell Mank, who will discuss health 
care, followed by Rick Schultz, who will discuss veterans benefits, 
followed by Noel Woolsey, who will discuss the national cemetery 
s^tem, and I will conclude with our presentation on the construc- 
tion portion. 

I would also like to bring to your attention, and particularly the 
new members of the committee, a brochure produced by the Part- 
nership for Veterans Health Care, which addresses some of the 
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myths and realities with respect to VA health care. There appears 
to be much confusion surrounding VA health care, and this docu- 
ment cleeirs up a lot of that confusion. And I believe you all have 
been supplied a copy of it. 

STATEMENT OF RUSSELL W. MANK 

Mr. Mank. Chairman Stump, ConCTessman Montgomery, mem- 
bers of the committee, the Paralyzed Veterans of America appre- 
ciate this opportimity to testify in conjunction with the collea^es 
of the Independent Budget. Oliver Wendell Holmes had a quote 
that will synthesize my comments. He said: ‘The great thing in the 
world is not so much where we stand, as in what directions we are 
moving. To reach the the port of Heaven, we must sail sometimes 
with the wind and sometimes against it, but we must sail, and not 
drift nor lie at anchor.” 

External changes continue to beset the health care system. We, 
in the veterans service organizations have come here year sifter 
year, pleading for more funds. This is an approach that, silthough 
warranted, is no longer constructive. 

We are here today to say that we can accept the President’s 
budget rec|ue8t, if together we can find the way to achieve the rest 
of our le^slative agenda. We can do this without increasing the 
limited discretionary funds Congress has to allocate for vetersms’ 
medical proCTams. We can do this as we increase access to veteran 
patients and selectively allow their dependents to enter the system. 
But to achieve these goals, we need the cooperation and commit- 
ment of this committee. 

This year, the Independent Budget coauthors began with your 
baseline, which was the appropriation the last Congress made to 
the VA medical care account. In years past, we recommended only 
em appropriation for medical care. This year, we recommend not 
onlv an appropriation for medical care, but also recommended 
budget authority. Recommending a budget authority allows us to 
many our fiscal agenda with our legislative agenda. The two in 
previous years have been isolated one from the other. 

We propose a four-point plan which requires new legislation for 
the VA to: (1) reform access criteria; (2) treat new patient popu- 
lations; (3) capture new funding streams; and (4) emphasize the 
provision of specialized services in which the VA has unmatched 
expertise. This plan expeinds access to services for veterans and 
their families, and does not require increased Federal Government 
spending. 

The Independent Budget recommends that Congress authorize a 
$19.5 billion for VA medical care, but only $16.6 billion of this 
funding must come from congressional discretionary funds. With 
the new authorities the Independent Budget proposes. Congress 
can appropriate $400 million less than the ftresident has requested 
from Confess for fiscal year 1996. Without all of the proposed new 
authorities. Confess must appropriate $18.8 billion for VA medical 
care, fully $1.8 billion more tnan the President’s request. In other 
words, Mr. Chairman, the status quo is more expensive than em- 
bracing change. 

The savings that can be realized, however, can only be realized 
as part of an overall package. Part of this reform package is allow- 
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ing the VA to retain third-partv payments, including medicare re- 
imbursement. Currently, the VA nas to turn over third-party reim- 
bursements collected from insurers to the Treasury. VA estimates 
that it has the potential to collect at least $800 million next year. 
We estimate that with more efficient collection practices in place, 
it would be possible for VA to collect far more. We must see lemsla- 
tion approved by this and other committees allowing the VA to 
keep its third-party reimbursements, and that is part of the total 
package. 

We are also going to have to see legislation approved by other 
committees in the House and Senate, allowing the VA to collect 
and retain medicare reimbursement from current high-income, non- 
Category A veterans. Medicare reimbursements that could accrue 
to the system from current higher-income non-Category A veterans 
are estimated to amoimt to $133 million. Private sector hospitals 
can do this; why can’t the VA? 

The Independent Budget does not say, “cut the VA appropriation 
by $2.1 billion from our target recommendation of $18.8 billion, and 
the system will be able to achieve eligibility reform and provide the 
full continuum of care to all veterans.” It does say that you can 
achieve reductions in domestic discretionary appropriations by 
making the VA system more efficient, but only by allowing the sys- 
tem the ability to recoup and offset discretionary dollars lost in the 
annual appropriation by retaining third-party reimbursements. 

Mr. Chairman, this is a total package. None of our recommenda- 
tions are new to you or to this committee. Eligibility reform has 
been the battle cry of the committee and the veterans’ service orga- 
nizations. To accomplish our goals, we know that we must acquire 
new funding streams outside of discretionary funds. 

In our plan, we ask Confess to allow the VA to capture funding 
from veterans’ insurers and, for some veterans, who VA was not ex- 
plicitly charged with serving, from medicare. 'Hiese sources of frmd- 
mg are criticEd to VA reforms. 

Mr. Chairman, I appreciate the opportunity to testify. 

Thank you. 

'The Chairman. Thank you, Mr. Mank. 

[The prepared statement of Mr. Mank appears on p. 124.] 

STATEMENT OF RICHARD F. SCHULTZ 

Mr. Schultz. Mr. Chairman, I will try and be brief. 

It is a pleasure for the DAV to appear here to testify regarding 
President Clinton’s budget and also our views regarding the Inde- 

F endent Budget. In that regard, you have the Independent Budget; 

won’t go over all of the tlungs that we have said in the Independ- 
ent Budget. Suffice it to say that we have made a number of rec- 
ommendations and we would hope that you would give them due 
consideration. 

A couple of things I think of note in the President’s budget. One 
is that while there is a $22 million increase in Veterans Benefits 
Administration spending, we do have a reduction of 188 employees 
in the entire Veterans Benefits Administration, I believe Com- 
pensation Pension Service remains the same. 

'The Board of Veterans’ Appeals, and we all know it is sorely 
needed, I think received a 28 FTE increase. 'I^ere are few things 
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that came up today regarding some of the OBRA extenders, as they 
call them, that I would like to comment on. 

One, of course, is the roimding down of the cost of living. You 
know, we in the DAV, oppose that. As you know last year, the cost 
of living was rounded down in order to pay for the Persian Gulf 
compensation. We do not believe that one category of veterans 
should be required to pay the compensation for a new category of 
service-connected disabled veterans. 

There are savings of $580 million, I believe, over 5 years, just by 
rounding down the COLA and cutting in half the DIG, cost of liv- 
ing. We certainly don’t support the reduction in the Montgomery 
GI Bill. This is a program where active-duty personnel paid into 
that system; the money is there, and certainly we don’t support 
cutting money out of the Montgomery GI Bill. 

Another provision is to repeal the restrictions in current law in 
cases of what is called “nonjudicial foreclosure” that prohibits the 
collections for losin guarantee debts. We don’t support the repeal of 
this law. 

'The President’s budget, while it does increase veterans appro- 
priations by $1.3 billion, it does identi^ an additional $3 billion in 
savings over the next 5 years. I would like to make a point, that 
I have heard recently proclaimed Members of Congress, the Sen- 
ate Floor, and have also read in The Washington Post that some- 
how veterans are escaping budget cuts. 

We have heard reports that the budget ax has fallen everywhere 
but on the powerful veterans, we never get cut. We have seen these 
accounts and they are hogwash. It is put forth over and over agtun 
that somehow veterans are escaping all of these cuts. 

I just want to remind the committee, I know you don’t need re- 
minding, but you know, the Decade of the 1980s, veterans pro- 
grams were cut more than $2 billion. These are real cuts, not just 
some phoney things. There were cuts in veterans benefits and 
there were cuts in educational benefits, and there were several cuts 
over $2 billion that were identified in the 1980s. OBRA 1990 cut 
an additional $3.7 billion for a 5-year period; OBRA 1993 cut an- 
other $2.6 billion. 

As I said, the President’s budget has another $3 billion in sav- 
ings in that budget. So I would hope that when you are talking to 
your colleagues, that you would remind them that the powerful vet- 
erans groups out there who never get cut have been cut more than 
$10 billion over the past decade, f felt compelled to bring this up 
today because we hear that same misinformation over and over 
again. And I just want you to know that veterans have been cut. 
We certainly beleive that any cuts that are identified in VA pro- 
grams would like those savings to be to plowed back into the VA 
system. 

The Budget Enforcement Act does not allow us to give back some 
of the benefits that have been taken away because we can’t find the 
money. If we are going to identify savings, certainly we believe 
they should be used in VA programs. One of them that came up 
earlier deals with accrued benefits. 

We know how long it takes to process appeals. I believe last year 
over 300 veterans died while tneir claims were pending at the 
Board of Veterans’ Appeals. Now, if they die and then there is a 
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survivor and that survivor is successful in the claim, only 1 year 
of retroactive benefits can be paid. All of the other years, the bene- 
fits are lost, and that is something that we put into the Independ- 
ent Budget, and we certainly would like to see the committee ad- 
dress. 

So if there are any savings that we can identify in VA programs, 
we would certainly wish that we could use those to correct current 
ineouities and not send that money somewhere else, whether it is 
tax breaks or for whatever reason. 

With that, I will just say you have seen our testimony, and cer- 
tainly if you have any questions about the Independent Budget, we 
would be more than happy to respond to them. 

Thank you. 

The Chairman. Thank you, Mr. Schultz. 

[The prepared statement of Mr. Schultz appears on p. 137.] 

The CHAIRMAN. Mr. Woosley. 

STATEMENT OF NOEL C. WOOSLEY 

Mr. Woosley. Mr. Chairman, we, too, are thankful to come be- 
fore this committee and discuss the Independent Budget and the 
President’s budget. I thought it was interesting this morning, there 
were many more questions on the cemetery system than I would 
have anticipated. 

I think sometimes this kind of gets buried in the larger budgets. 
No pun, no pun. That was an accident, believe me. 

I think we need to remind ourselves periodically that many vet- 
erans come home from their service, never use the GI Bill, never 
use the Home Loan Guarantee program, never draw compensation, 
never come to the VA for ansdning, but spend years telling their 
families don’t worry about me, when it is my time, just contact the 
VA and I will be taken care of. 

And some of the cuts that Rick mentioned throughout the years, 
the burial allowance, the plot allowance, they changed a small ben- 
efit, where you could order a marker and get the equivalent, if you 
didn’t use the VA’s. They have subsequently changed many of the 
burial benefits and eligibility, making them quite restrictive. So 
this one benefit, many veterans use solely as the only thing they 
ever receive from the VA must not get treated lightly or disappear 
altogether. 

The cemetery system operates 114 cemeteries, eind 34 additional 
sites such as confederate cemeteries and soldiers’ lots. This seem 
impressive when at first glance, but 56 of these cemeteries are 
closed already. Another will close this year and seven more will 
close by the year 2000. NCS has 10,662 acres of land, and 5,355 
have been cleared and developed for burials. 

Since its inception, during the Civil War, the cemetery system 
has buried 2.3 million veterans. To meet its future needs, approxi- 
mately 287,000 gravesites remain available on developed land. Un- 
developed acres could accommodate an additional 4.6 million casket 
sites. 

Based on veteran population and usage, the cemetery system will 
be about 800,000 to 900,000 plots shy of what they will need by the 
year 2010, if we are to accommodate the, roughly, 10 percent of 
those who choose to be buried in a national cemetery. 
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This is not an imagined shortage. It is a shortage of severe mag- 
nitude. 

The budget that they face for the next fiscal year is 278 full-time 
employee equivalents short. To provide current services, which was 
what was stated they thought they could do with the budget they 
received, it is estimated that they will need at least 13 additional 
FTEs. 

Of m£qor concern is what we have been coming to this committee 
and others and saying for years, and that is the $8.2 million equip- 
ment backlog, it is not going away. 

This year’s budget will do nothing to improve the modest gains 
that, through the efforts of this committee and others, were 
achieved in 1991 and 1992 with reference to this equipment back- 
log. Most of the required budget information is available in the 
Independent Budget, and I will just touch on some areas that we 
feel are extremely needed will have to take place to keep this sys- 
tem going. 

We would like to see a total appropriation of $82 million, an FTE 
increase of 15, a minimum of $2 million additional funding for the 
equipment backlog, we would like to see the pursuit of an open 
cemetery in every State, and continued VA progress toward a pol- 
icy of an open cemetery within 75 miles of 75 percent of America’s 
veterans. 

Mr. Chairman, this concludes my statement. 

The Chairman. Thank you, Mr. Woosley. 

[The prepared statement of Mr. Woosley appears on p. 146.) 

The Chairman. Jim? 

Mr. Magill. Thank you. 

Inasmuch as you already have been provided a copy of the Inde- 
pendent Budget and my prepared statement, I will just take the re- 
maining time to briefly highlight the construction program. 

At the outset, I would like to comment a little bit on the rescis- 
sion that we learned about this morning. As you know, $156 mil- 
lion is coming out of the construction aspect of it, in what we con- 
sider some of the areas of most need in the United States. 

Again, I would like to let the committee know, because it was 
brought up on the first panel. The first we heard about it was in 
The Washington Post this morning. 

First and foremost, there must be devel^ed a strategic plan for 
VA’s delivery system that corresponds to State and private sector 
health care reforms. When it takes approximately 5 years for a hos- 
pital to go from design to final completion, in a lot of cases, that 
nospital is already deemed obsolete. 

With respect to major construction, we recommend an appropria- 
tion of $490 million, and that would include for leases for out- 
patient clinics ^lnd nursing homes; to dictate selected replacement 
and modernization projects that provide natural hazard mitigation 
and modernized and upgrade the physical plant according to an es- 
tablished set of priorities based on competition under State and 
private sector health care reforms; use new construction to com- 
plement bed leasing and new conversions VA-operated beds for 
nursing home care; appropriate funding for four new 120-bed nurs- 
ing homes; appropriate funding for two new VA hospitals; construct 
two new national cemeteries annually until the national cemetery 



59 


system meets previously-stated goals of one open cemetery in each 
State; and appropriate $16 million to acquire land for national 
cemeteries in States with no available gravesites. 

With respect to minor construction, appropriate $269.8 million 
for minor construction projects; convert 12, 30-bed wards to nursing 
home care in fiscal year 1996; and appropriate $18 million for ex- 
isting national cemetery system construction projects. 

We also would recommend providing $1.5 million for the parking 
garage revolving funds, and provide $180 million for grants for the 
construction of State extended-care facilities. Also, appropriate $6 
million to fund grants for the construction of State veterans ceme- 
teries. And finally, appropriate the usual ^ant of $500,000 to meet 
the grants with the Republic of the Philippines for facilities that 
need repair and renovation needs. 

This concludes my portion. 

Again, thank you very much, and we will be happy to respond 
to any questions that you have. 

(The prepared statement of Mr. Magill appears on p. 119.) 

The Chairman. Thank you, Jim. 

And thank you, gentlemen, for your testimony. 

I especially want to thank all of your respective organizations for 
all of the time and effort that vou put into this Independent Budg- 
et, and I want you to know that this committee appreciates that 
and we will place heavy reliance on your recommendations. 

Mr. Edwards. 

Mr. Edwards. I will just be very brief, Mr. Chairman, with one 
question. On third-party reimbursements, I know the stumbling 
block in the last Congress was some opposition from other commit- 
tees. 

We do have a new Congress now and a new Chairman in place. 
Have any of you have an opportunity to talk to Chairman Archer 
of the Ways and Means Committee or other members of the Ways 
and Means Committee to see if they might have a new outlook on 
third-party reimbursement? 

Mr. Magill. Yes, sir. We brought our leadership in the week of 
January 9th, and met with a number of Chairmen of the commit- 
tees to include Chairman Archer. We did bring up third-party reim- 
bursement, and at best, I could say he was noncommittal. 

The Chairman. Mr. Barr? 

Mr. Barr. Thank you, Mr. Chairman. 

I have just been going through some of the prepared testimony 
of the panel. I have already foxmd several areas that I find very 
enlightening, but it would be somewhat irresponsible to pose ques- 
tions at this time. 

I would like to thank the panel for being here and give them my 
assurance that I am going to review this material very carefully 
and will probably be submitting written questions with the chair- 
man’s and the panel’s consent. But I very much look forward to 
working very closely with you to handle the budgeteiry matters. 

I think we do have some problems, some very serious problems 
in the President’s budget. Some of those we have already talked 
about with the previous panel, and I know all of you gentlemen 
were here and listened to that, and I intend to do everything I can 
to follow up on those so that we can address the issues that aren’t 
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addressed in the President’s proposed budget, as well as make sure 
that those areas that are covered, that are worthwhile, such as the 
major and the minor construction budget increases, remain in 
there. 

And I thank the panel again and look forward to working with 
you and your organizations in this regard. 

Thank you, Mr. Chairman. 

The Chairman. Thank you, Mr. Barr. 

We encourage you to submit questions. Mr. Steams. 

Mr. Stearns. Thank you, Mr. Chairman. 

I just want to echo your comments, how much all of us on the 
committee appreciate your independent analysis and how we look 
forward to getting it and reviewing it. 

I want to follow up a little on some of what Mr. Edwards of 
Texas talked about. You know, we hear over the decades a loss of 
this $10 billion you mentioned, and I sit here, and this is my fourth 
term, and I have heard this consistent plea that you folks and oth- 
ers have said; how are we going to come up with adequate financ- 
ing when the budget requirements seem to be going down and 
there is less money? 

So this sort of thing brinp me to just two questions. First of all, 
just as a statement of a physician, the President’s budget, based 
upon your ntimbers, is not adequate; right? And you feel that the 
F^esident’s budget is — well, not considerably under budget, but, 
shall we say, if his budget and the budget that the Secretary of- 
fered is implemented, is there going to be a dire situation, in your 
opinion? I mean, just give me a general feel for this? 

Mr. Schultz. Well, I would just say a dire situation. I think 
overall. 

Mr. Stearns. Why don’t you use your term. What do you think — 
how critical is this? I mean, I am giving you a chance in a public 
forum to ^ve the downside here, .^e we in a crisis situation, are 
we in a dire situation, do you think this is something we can live 
with or should we all go out of here just feeling that this can be 
worked out? 

Mr. Schultz. Well, I have to, first off, say that overall we think 
the President’s budget was a good budget. 

Mr. Stearns. A good budget. 

Mr. Schultz. It did help in some areas. Other areas we are not 
so pleased. I think — and it was brought up many times today that 
we need eligibility reform in the VA health care system. We can 
actually use less money of appropriated dollars than what is in the 
President’s budget. 

As far as dealing with the adjudication and claims backlog and 
the problems at the Board of Veterans’ Appeals, certainly we could 
use more money, we could use more people. I think the VA is mov- 
ing in the right direction within their claims adjudication system 
to try and bring the backlogs down. There is much more work that 
needs to be done. 

As far as with the Board of Veterans’ Appeals, that is an area 
that is, obviously, going to take some more time in order to get 
those backlogs down. And certainly if there was more money in 
those two areas, we would be a lot happier. 
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But it is — as I mentioned, the problem with claims adjudication 
is the amount of time it takes to process claims. People are dying. 
They are not, they are not going to receive their benefits, because 
a lot of these veterans are elderly, and that is the major problem 
we are up against right now. 

Mr. WOOSLEY. On the health care side, it was stated this morn- 
ing emphatically by the Secretary, and he is correct, the VA does 
take care of all service-connected disabled veterans. But as a 
consumer, if I have hypertension that I am service-connected for 
and I have to wait 3 to 6 months for a clinic appointment, is that 
health care? Not if I am out of medication. 

Mr. Stearns. Coming from Florida with so many veterans com- 
ing in each month, it has always been a puzzle to me why when 
you go up north, and parts of the Midwest the hospitals have low 
occupancies. You come down Southeast, and in the South you have 
so many hospitals that are in need of more facilities. Has there 
ever been any thought on your part to do a study and try and work 
out a distribution in terms of either the people that come from the 
North downward, and would bring down some tax credits, or tax 
vouchers, or something that could oe used in the Southeast, as op- 
posed to where the occupancy is low? 

I mean, is there anj^thing in the distribution of veterans bene- 
fits — I have a bill called the Veterans Bill of Rights, which it says 
a geographic location, it doesn’t matter, you have to have the same 
benefits. And we find in the South, we are just not getting the ben- 
efits, and you can see from the earlier testimony, Orlando is being 
cut, Gainesville is being cut, and tiiis is after the Secretary said 
there is an increase in tne number of veterans coming into Florida. 
So has there ever been a thoughtful, creative process in that sirea? 

Mr. Mank. Mr. Steams, PVA and the VA are currently working 
on a project right now to analyze where veterans are actually ob- 
taining their care. I cannot provide you an answer today, but I 
would be glad to give you some more information about that. 

Mr. Stearns. I think that is very encouraging to hear. 

Mr. WoosLEY. And the other pomt is still this eligibility problem, 
because a lot of the veterans you are tedking about in Florida, sim- 
ply aren’t eligible on the surface for care. 

So turning them away — and it is crowded, I worked down there 
for a couple of years and I know what you are tedking a^ut, they 
are not denied access to an eligible veteran. But yes, I think we 
even talked some on the Independent Budget about an enrollment 
system which maybe for years we kind of opposed. If we had some 
kind of idea who is going to use the VA and where, then we could 
have an idea of how you use the funds. 

Mr. Stearns. Thank you, Mr. Chairman. 

You know, I just want to thank you. I think as the years go on, 
and I think I come back and you come back, if we could come up 
with some creative solutions here, that would be helpful, because 
I am at a loss. I will be fighting to protect these facilities. 

Mr. Magill. If I could just add one other thing; we believe it is 
crucial that eligibility reform be enacted. And I think this is going 
to eliminate a lot of the problems when you do have third-party re- 
imbursement. And as you heard my response a couple of minutes 
ago, we brought it up with the Chairman of Ways and Means, and 
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we were hoping to at least get some indication, and we are still 
going to pursue that very aggressively. 

But when you get third-party, this is going to save money in the 
long run and it will provide for some of the hospitals in Florida and 
the sunbelt to retain some funding that they can expand their ben- 
efits to veterans through outpatient clinics, et cetera 

Mr. Stearns. Yield back the balance of my time. 

Thank you. 

The Chairman. Grentlemen, thank you very much for your time 
and consideration, and thank you also for accommodating us in 
your schedules. 

Larry, I imderstand that you are willing to try to do this quick- 
ly — I will abide by your wishes. It is going to take a minimum of 
20 minutes, this is a 15 minute vote and another 5 minute vote. 
I am more than happy to come back and accommodate you, or if 
you think between the two of you, we can finish it up in 5 or 6 min- 
utes, we will do that. I understand you will be willing to try. 

Our next panel this morning is the last panel. Larry Rhea fi'om 
the Noncommissioned Officers Association and Mr. Carroll Wil- 
hams from the American Legion. 

We appreciate your testimony this morning. 

Please proceed. We have 5 minutes. 

STATEMENT OF LARRY D. RHEA, DEPUTY DIRECTOR OF LEG- 
ISLATIVE AFFAIRS, NONCOMMISSIONED OFFICERS ASSO- 
CIATION AND CARROLL L. WILLIAMS, DIRECTOR, VETERANS 

AFFAIRS AND REHABILITATION, THE AMERICAN LEGION 

STATEMENT OF LARRY D. RHEA 

Mr. Rhea. Thank you, Mr. Chairman. 

First, let me be the first to wish you a good afternoon, and I will 
be very brief, because at this point, it becomes very difficult not to 
be repetitive. 

The Chairman. Your entire statement will be inserted into the 
record. 

Mr. Rhea. Thank you. I appreciate that, Mr. Chairman. 

Clearly, the points that NCOA are concerned with have been 
made. First, there is the subject of eligibility reform. 

We think it is imfortunate that it was omitted from the budget, 
but we think it needs review, needs attention this year, not only 
for its impact on the 1996 budget, but also for its future impact. 

And then the real red flag in this whole thing, Mr. Chairman, 
is the OBRA extender on the Montgomery GI Bill. We eire totally 
flabbergasted by it, it is a nonstarter, it should be summarily re- 
jected Euid we should, in fact, be looking for ways not to extend 
that, but to go back and restore the full COLA and increase the 
value of the ^ucational benefit. 

I can talk for hours on that, but I won’t. But those are our two 
points, and we appreciate your consideration. 

The Chairman. Thank you. I am sure this committee in its en- 
tirety agrees with you. 

(The prepared statement of Mr. Rhea appears on p. 324.] 

The Chairman. Mr. Williams. 



63 


STATEMENT OF CARROLL L. WILLIAMS 

Mr. Williams. Thank you very much, Mr. Chairman. 

The American Legion appreciates this opportunity to present our 
views on the administration’s proposed fiscal year 1996 budget for 
the Department of Veterans Affairs, and we just ask that our writ- 
ten testimony be submitted for the record. 

We are primarily concerned with eligibility reform, we are also 
concerned with the continuation of specialized services in the De- 
partment of Veterans Affairs, primeunly the Veterans Health Ad- 
ministration. And we are also definitely concerned with the tre- 
mendous backlog of cases in the regional offices throughout the Na- 
tion, as well as those pending at the Board of Veterans’ Appeals. 

I am available for any questions. But I would just like to just 
take this brief moment to commend this committee for the issuance 
of a special order in recognition of those brave Marines and Sailors 
who fought and died 50 years ago on a small island in the South 
Pacific Imown as Iwo Jima. As a former veteran who taught in 
Vietnam, I was have always taught to never forget the extreme 
sacrifices made by those brave men, and I just want to take this 
opportunity to commend this committee for issuance of that special 
order. 

Thank you very much, Mr. Chairman. 

[The prepared statement of Mr. Williams, with attachment, ap- 
pears on p. 328.] 

The Chairman. 'Thank you very much. 

As a young sailor that was at Iwo Jimo, I appreciate those re- 
marks more than you know. 

Are there any questions? 

Mr. Barr. Not a question. I know we have to leave, but Mr. 
Rhea, I haven’t met you yet, but I like you. I read your remarks 
in your prepared testimony. It is straightforward, it is hard-hitting, 
it doesnT piUl any punches, I like that and I intend to use every 
bit of material you can get me. 

Mr. Williams, I just was just going through your material and I 
appreciate the time you put into that and look forward to working 
with both of you, especially on the areas that you have just identi- 
fied. I agree in going through all of this that they are critical. 

Thank you, Mr. Chairman. 

The Chairman. Once again, we apologize. 

We thank you for cooperating. We hate to cut you short. 

The meeting is adjourned. 

[Whereupon, at 12:20 p.m., the committee was adjourned.] 
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Prepared statement of Chairman Stump 


THE COMMITTEE WILL COME TO ORDER. 

TODAY WE ARE MEETING TO HEAR 
TESTIMONY ON THE BUDGET FOR FISCAL 
YEAR 1996. 

THIS HEARING HAD BEEN SCHEDULED 
FOR WEDNESDAY, FEBRUARY 22ND. 

IN ORDER TO AVOID A CONFLICT WITH 
THE COMMITTEE ON NATIONAL 
SECURITY, OUR HEARING WAS 
RESCHEDULED FOR TODAY. 

I WANT TO THANK ALL MEMBERS FOR 
THEIR UNDERSTANDING, AND 
APPRECIATE THEIR ATTENDANCE THIS 
MORNING. 

I ALSO WANT TO EXPRESS MY 
APPRECIATION TO OUR WITNESSES WHO 
HAVE REARRANGED SCHEDULES IN 
ORDER TO BE HERE TODAY. 


( 65 ) 
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IN PARTICULAR, I WOULD LIKE TO THANK 
SECRETARY BROWN FOR 
ACCOMMODATING THIS SCHEDULING 
CHANGE ON SUCH SHORT NOTICE. 

UNFORTUNATELY, THIS CHANGE IN 
SCHEDULE HAS RESULTED IN OUR 
FOREGOING ORAL TESTIMONY FROM 
WHAT WOULD HAVE BEEN OUR SECOND 
PANEL. 

THE HONORABLE FRANK NEBEKER, 
CHIEF JUDGE OF THE US COURT OF 
VETERANS APPEALS, AND THE 
HONORABLE PRESTON TAYLOR, 
ASSISTANT SECRETARY FOR VETERANS 
EMPLOYMENT AND TRAINING IN THE 
DEPARTMENT OF LABOR, COULD NOT BE 
HERE TODAY. 

WITHOUT OBJECTION, THEIR 
PRESENTATIONS WILL BE INCLUDED FOR 
THE RECORD. 

THE THREE PANELS TESTIFYING TODAY 
WILL BE: 

FIRST: THE SECRETARY OF VETERANS 
AFFAIRS, JESSE BROWN. 



67 


NEXT: THE INDEPENDENT BUDGET 
PANEL, WITH REPRESENTATIVES FROM 
AMVETS, PVA, THE VFW, AND THE DAV. 

AND THIRD WE WILL HEAR FROM THE 
AMERICAN LEGION , AND THE NON 
COMMISSIONED OFFICERS ASSOCIATION. 

AT THIS TIME, I WOULD LIKE TO 
INTRODUCE THE NEWEST MEMBER OF 
OUR COMMITTEE, REPRESENTATIVE DAN 
SCHAEFER FROM COLORADO. 

I KNOW DAN WILL DO A GREAT JOB AND 
WE LOOK FORWARD TO HIS 
CONTRIBUTION TO OUR EFFORTS ON 
BEHALF OF VETERANS. 


(RECOGNIZE MR. SCHAEFER.) 


I WOULD LIKE TO MAKE A FEW 
COMMENTS ABOUT THE BUDGET BEFORE 
YIELDING TO MY GOOD FRIEND, SONNY 
MONTGOMERY, AND OTHER MEMBERS. 

FIRST OF ALL, MR. SECRETARY, I 
UNDERSTAND YOU PERSONALLY 
APPEALED TO THE PRESIDENT FOR A 
BETTER BUDGET THAN WHAT HAD 
INITIALLY COME OUT OF OMB. 
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I COMMEND YOUR EFFORTS AND WOULD 
OBSERVE THAT THE OVERALL INCREASE 
OF NEARLY $1.3 BILLION IS CERTAINLY 
AN IMPROVEMENT OVER LAST YEAR'S 
BUDGET REQUEST. 

SOME AREAS OF THIS YEAR'S BUDGET 
SHOW SUBSTANTIAL IMPROVEMENT, 
WHILE OTHERS REMAIN RELATIVELY 
CONSTANT OR SHOW SMALL INCREASES. 

HOWEVER, THE QUESTION WE ALL 
SHARE IS WHETHER OR NOT THESE 
FUNDING LEVELS CAN NOT ONLY 
MAINTAIN SERVICES TO VETERANS, BUT 
ACTUALLY IMPROVE THOSE SERVICES. 

ADDITIONALLY, THE BUDGET INCLUDES A 
PROPOSED 3.1 PERCENT COLA FOR 
COMPENSATION AND PENSION, 
EFFECTIVE DECEMBER 1, 1995. 

THIS BUDGET ALSO EXTENDS 
PROVISIONS OF PRIOR BUDGET 
RECONCILIATION ACTS WHICH ARE 
CURRENTLY SCHEDULED TO SUNSET IN 
THE FUTURE. THE COMMITTEE WILL 
HAVE TO REVIEW THESE PROPOSALS 
VERY CAREFULLY. ADDITIONAL 
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RECONCILIATION TARGETS MAY ARISE 
WHICH AS IN THE PAST HAVE BEEN 
DIFFICULT FOR THE COMMITTEE TO 
MEET. 
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R E M ARKS OF HON. G. V. "SONNY" MONTGOMERY 
THE PROPOSED BUDGET FOR VETERANS BENEFITS 
AND SERVICES FOR FISCAL YEAR 1996 

Thank you Mr. Chairman. 1 join you in 
WELCOMING Secretary Brown and those 

ACCOMPANYING HIM BEFORE THE COMMITTEE. 

Although many things have changed in 
Washington in the past several months, we 

CONTINUE TO SHARE A COMMON BELIEF THAT 

BENEFITS FOR VETERANS ARE ONE OF THE MOST 
IMPORTANT FUNCTIONS OF GOVERNMENT. WHEN 

THE Administration looked to cut the 

NUMBER OF VA PERSONNEL PROVIDING DIRECT 
HEALTH CARE, WE SUCCESSFULLY TURNED THAT 
POLICY AROUND. We HAVE ALSO WORKED 
TOGETHER TO FIGHT FOR ADEQUATE BUDGETS, 
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AND I BELIEVE THE BUDGET BEFORE US IS A 
VERY GOOD STARTING POINT. 

Before talking about the good points of 

THIS BUDGET, I WANT TO EXPRESS MY STRONG 
OPPOSITION TO THE ADMINISTRATION'S 
PROPOSAL WHICH WOULD DENY HALF OF FUTURE 
COST OF LIVING ADJUSTMENTS (COLAs) TO 
PERSONS GOING TO SCHOOL UNDER THE GI BiLL. 

There is evidently some belief that this 

IS JUSTIFIABLE BECAUSE I VERY RELUCTANTLY 
AGREED TO A TEMPORARY REDUCTION AS PART OF 

THE 1993 Reconciliation bill. At that 

TIME, I ADVISED BOTH THE ADMINISTRATION 

AND THE Senate, which insisted on the COLA 
REDUCTION, THAT THE GI BiLL SHOULD NEVER 


AGAIN BE SEEN AS A COST SAVINGS VEHICLE. 
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The benefit level under this program is 

ALREADY FAR TOO LOW. At A TIME WHEN 
INCREASES IN FUNDING FOR DEPARTMENT OF 

Education programs, such as Pell Grants 
AND Perkins Loans, and for the National 

Service Program are proposed, it's just 

WRONG TO REDUCE FUTURE BENEFITS FOR THOSE 
GOING TO SCHOOL UNDER THE GI BiLL. THESE 
BENEFITS ARE EARNED BY THESE VETERANS 
THROUGH SERVICE IN THE ArMED FoRCES. 

Mr. Secretary, I want to commend you 

FOR NEGOTIATING A PRETTY GOOD BUDGET WITH 

0MB AND THE President. Of course, you 

WILL HEAR THAT MORE IS NEEDED IN SOME 
AREAS. However, given the deficit we 
HAVE, THIS IS A FAIR BUDGET FOR OUR 


VETERANS AND THEIR FAMILIES. 
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I AM HOPEFUL THAT WHEN ALL ZS SAID AND 
DONE, THE Congress can maintain the levels 
THE President is proposing for medical 

CARE AND FOR CONSTRUCTION OF HEALTH CARE 
FACILITIES. I'd LIKE TO AOD A LITTLE 
MONEY TO THE RESEARCH BUDGET AND FOR THE 
MAINTENANCE OF OUR NATIONAL CEMETERIES. 
Overall, the addition of one billion 

DOLLARS IN DISCRETIONARY FUNDS WHEN TOTAL 

DISCRETIONARY SPENDING IS FROZEN IS VERY 

REMARKABLE. 

You're proposing to treat more 

OUTPATIENTS, FIX UP OLD PSYCHIATRIC 
HOSPITALS, AND FUND THE COST OF THE 
REPLACEMENT HOSPITAL AT TrAVIS AS WELL AS 


A NEW HOSPITAL IN FLORIDA. I THINK ALL OF 
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THESE PROJECTS ARE FULLY JUSTIFIED, AND I 
WILL JOIN YOU IN FIGHTING AGAINST ANY 

EFFORTS TO REDUCE FUNDS FOR THESE 

PROJECTS. If we're going to PROVIDE 

FIRST-CLASS HEALTH CARE, WE CAN'T HAVE 

SECOND-RATE FACILITIES. 

I LOOK FORWARD TO THE TESTIMONY BEING 
PRESENTED THIS MORNING. 
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Prepared statement of Congressman Weller 

First of all, I want to welcome Secretary Brown and the staff of the Department 
of Veterans Affairs, as well as the directors of the Veterans of Foreim Wars, the 
Paralyzed Veterans of America, the Disabled American Veterans, AMVETS, the 
Non Commissioned Officers Association, and The American Lemon who are appear- 
ing before us today. I also want to add my appreciation to that expressed by my 
colleagues to all concerned for their dedication and hard work on behalf of America’s 
veterans, and I look forward to working with you in the coming months. 

I think everyone in this room naves that we are not only indebted to our veterans 
for their valiant service to our Nation, but also that we owe them our best efforts 
to provide competent, efficient and effective service, particularly to veterans in need. 
I sought to join my esteemed colleagues on the Veterans' Affairs Committee in order 
to do whatever I could to ensure that America’s veterans are given the best possible 
care and service with the most efficient and effective means available. 

As you may be aware, I have introduced a bill in the 104th Congress to convert 
the site of the Joliet Arsenal to private use, including land for a desperately needed 
veterans’ cemetery. I look forwara to working with the Department of Veterans Af- 
fairs and all veterans’ organizations to see that this project comes to fruition. 

In addition, I want to acknowledge and thank mv pr^ecessor, former representa- 
tive George San^eister, who also had the privife^ of serving on this esteemed 
committee, for all his hard work and effort in getting approval for the new Joliet 
outpatient clinic, which should be opening its doors in April, 1995. 

As Vice-Chairman of the Compensation, Pension, Insurance and Memorial Affairs 
subcommittee, I have a particular interest in solving the flagrant problem of the vet- 
erans’ claims process, ^though the claims backlog has now received greater atten- 
tion in the past year, it remains one of the most pressing problems in the current 
veterans service system. 

Mr. Secretary, 1 look forward to your testimony and insights into how the veter- 
ans system can be improved, as well as to the testimony and insights of all of the 
witnesses here before us today. 
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CONGRESS OF THE UNITED STATES 

House of Representatives 

HOUSE OF REPRESENTATIVES 
COMMITTEE ON VETERANS’ AFFAIRS 
February 24, 1995 
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Mr. Chairman, Mr. Montgomery, Secretary Brown, Representatives of our 
Veterans' Organizations, my colleagues: 

I appreciate the presence today of Secretary Brown and the many representatives 
of our veterans’ organizations to testify on the President’s Budget Proposal for the 
Department of Veterans’ Affairs. 

I share the enthusiasm of Secretary Brown for the fairness of this Budget Proposal. 
I believe it reflects the high priority that our nations’ veterans deserve! Although 
I recognize the need for fiscal responsibility, we must ’keep the promise' that has 
been made to our veterans. We all want a balanced budget, but that budget cannot 
attack the services we owe to our veterans. 


This brings me to a point that I would like to raise in the context of our budget 
discussions. My colleague on the other side of the aisle, the gentleman from the 
ninth district of Florida, has long been a leader in the ftght for equality for 
disabled career military veterans-and many members have joined in a bi-partisan 



77 


manner to call for a change to the way we have done business since the 19th 
century. 

1 am referring to the fact that military retirees are the only group of federal 
retirees who must waive retirement pay in order to receive their VA disability 
compensation! This is a disgrace-there are many service-connected disabled 
retirees who cannot get appropriate work to supplement their diminshed incomes. 
We need to be aware of the sacrifice they have made for our freedom, and we 
need to be ashamed of the unequity that we have forced upon them in order to 
save a few dollars. 

Although we must be fiscally aware, there are times when ethics and fairness are 
equally, and maybe even more, important. Members of our nations' fighting 
forces who have made the ultimate sacrifice should receive gjU compensation for 
their injuries above their retirement pay. 

I will be working to change this outdated law during the upcoming session of 
Congress, and I appreciate the opportunity to mention this crucial issue and bring 
it to the attention of Secretary Brown and the other members of this Committee. 
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CONORESSKAN MICHAEL F. FUUUOAM 
VETERANS' AFFAIRS COMMITTEE BUDGET HEARING 
FEBRUARY 24, 1995 

OPENING REMARKS 

Thank you, Mr. Chairman. As a freshman 
member of this Committee, I look forward to 
hearing from the panelists with us today 
and getting down to work on the review of 
the budget proposal before us . 

I would like to extend my welcome to 
you. Secretary Brown, and thank you for 
coming here today. 

As a member of this Committee, it is my 
priority during the 104th Congress to not 
only provide the veterans' community with 
better service, but to determine more 
efficient and effective ways to provide for 
our veterans . 

We have been trusted with managing the 
mandate to care for our veterans in 
return for their services to a grateful 
nation. We must be aware of our 
responsibility to maintain a system that 
best meets the changing needs of today's 
veterans. We must not tolerate a stagnant 
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system that leads to inefficiency and 
waste. Instead, we must work together to 
constantly seek new ways to mold Department 
of Veterans' Affairs services around the 
changing needs of our veterans . 

With this in mind, it is my hope that we 
can cooperate in bipartisanship to serve 
those who have so diligently served us. 

I am reminded of the need for bipartisan 
spirit and action in this committee by an 
act carried out by our World War 2 veterans 
50 years ago this week -- the planting of 
the American flag atop Mt . Surabachi on Iwo 
Jima. We must commit ourselves to serving 
our veterans with the same kind of 
dedication with which they served us. 

I thank you, Mr. Chairman, for your 
leadership in respect to this hearing and 
the review of the 1996 Veterans' 
Administration budget proposal . 
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THE HONORABLE MICHAEL BILIRAKIS 
COMMITTEE ON VETERANS' AFFAIRS 
FEBRUARY 24, 1995 


HEARING ON ADMINISTRATION'S FISCAL YEAR 1996 BUDGET 


THANK YOU, MR. CHAIRMAN. 

I WANT TO COMMEND YOU FOR SCHEDULING THIS TIMELY 
HEARING ON THE ADMINISTRATION'S FISCAL YEAR 1996 BUDGET 
REQUEST FOR THE DEPARTMENT OF VETERANS' AFFAIRS. I 
WOULD ALSO LIKE TO TAKE A MOMENT TO WELCOME 
SECRETARY BROWN TO THE COMMITTEE. 

I AM SCHEDULED TO TESTIFY BEFORE THE RULES COMMITTEE 
LATER THIS MORNING. CONSEQUENTLY, IT MAY BE NECESSARY 
FOR ME TO LEAVE BEFORE THE HEARING CONCLUDES. 

THEREFORE. LET ME APOLOGIZE IN ADVANCE TO OUR WITNESSES. 
I WILL CERTAINLY REVIEW YOUR WRITTEN TESTIMONY. 

THIS YEAR'S BUDGET PROPOSAL IS A MARKED IMPROVEMENT 
OVER THE ADMINISTRATION'S LAST BUDGET SUBMISSION. THE 
ADMINISTRATION'S PLAN PROPOSES TO INCREASE THE VA'S 
BUDGET BY $1.29 BILLION OVER LAST YEAR'S SPENDING. I THINK 
SECRETARY BROWN PROBABLY DESERVES MUCH OF THE CREDIT 
FOR THIS INCREASE. 

HOWEVER, LIKE CHAIRMAN STUMP, I AM DISAPPOINTED THAT 
THE ADMINISTRATION DID NOT TAKE THIS OPPORTUNITY TO 
PROPOSE A STRATEGIC PLAN, PARTICULARLY IN THE AREAS OF 
HEALTH CARE AND ELIGIBILITY REFORM, THAT WILL ALLOW THE 
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VA TO KEEP PACE WITH THE FUTURE NEEDS OF OUR VETERANS. 
INSTEAD, WE HAVE BEEN PRESENTED WITH A PROPOSAL THAT 
ADOPTS THE USUAL PIECEMEAL APPROACH TO BUDGETING THAT 
HAS HINDERED THE VA FOR SO LONG. 

ALTHOUGH I AM PLEASED TO SEE THAT THE MEDICAL CARE 
ACCOUNT RECEIVED AN INCREASE OF $747 MILLION, I AM 
CONCERNED THAT MOST OF THIS INCREASE WILL BE SPENT ON 
RISING ADMINISTRATIVE AND PERSONNEL COSTS. 

SINCE THE VA IS EXPECTING TO CARE FOR 2.8 MILLION 
VETERANS - AN INCREASE OF APPROXIMATELY 43,000 ELIGIBLE 
VETERANS - OVER THE NEXT YEAR, I AM WORRIED THAT THE VA 
WILL NOT HAVE ADEQUATE RESOURCES TO MEET THE DEMAND 
FOR MEDICAL CARE. 

I SEE FROM SECRETARY BROWN'S WRITTEN TESTIMONY THAT 
THE VA "WILL IMPLEMENT EFFORTS TO INCREASE EFFICIENCIES 
AND GENERATE SAVINGS" IN ORDER TO MEET THE NEEDS OF OUR 
VETERANS. I AM ANXIOUS TO HEAR MORE DETAILS ON THE 
OPERATIONS IMPROVEMENTS THE DEPARTMENT IS MAKING. 
HOPEFULLY, THESE MODIFICATIONS WILL ALLOW THE VA TO 
FULFILL ITS ANTICIPATED HEALTH CARE OBLIGATIONS. 

FOR TOO MANY YEARS, MY HOME STATE OF FLORIDA HAS 
LACKED THE RESOURCES NEEDED TO ADEQUATELY CARE FOR ITS 
VETERANS POPULATION. WHILE FLORIDA RANKS SECOND IN 
TERMS OF THE SIZE OF ITS VETERANS POPULATION, MY STATE IS 
ONLY SEVENTH IN TERMS OF MEDICAL SERVICES EXPENDITURES. 
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IN ADDITION, EVERY YEAR, THOUSANDS OF VETERANS TRAVEL 
SOUTH TO SPEND THE WINTER IN FLORIDA. THESE "SNOWBIRDS ' 
PLACE AN EXTRA BURDEN ON AN ALREADY OVERTAXED SYSTEM. 
PREVIOUS DEPARTMENT SECRETARIES HAVE NOT ALWAYS 
RECOGNIZED THE IMPACT SNOWBIRDS HAVE ON THE 
AVAILABILITY OF VA SERVICES IN FLORIDA. 

THEREFORE, I WOULD LIKE TO COMMEND SECRETARY BROWN FOR 
THE DEPARTMENT'S COMMITMENT TO ENHANCING FLORIDA'S 
RESOURCES. THE PRESIDENT'S BUDGET REQUEST CONTAINS 
THREE IMPORTANT CONSTRUCTION PROJECTS IN MY HOME 
STATE: A NEW MEDICAL CENTER AND NURSING HOME IN 
BREVARD COUNTY, FLORIDA, A SATELLITE OUTPATIENT CLINIC IN 
FORT MYERS, FLORIDA, AND AN EXPANSION OF THE NATIONAL 
CEMETERY AT BUSHNELL, FLORIDA. 

I RECOGNIZE THAT THERE ARE MANY NEEDS THROUGHOUT THE 
VA SYSTEM THAT MUST BE ADDRESSED. AND I AM PLEASED 
THAT THE DEPARTMENT IS TRYING TO CORRECT FLORIDA'S 
PROBLEMS. HOWEVER, I AM DISAPPOINTED THAT ANOTHER 
IMPORTANT CONSTRUCTION PROJECT WAS NOT INCLUDED IN THE 
ADMINISTRATION'S BUDGET REQUEST. 

THE STATE QF FLQRIDA HAS QNE QF THE HIGHEST 
CONCENTRATION OF VETERANS WITH SPINAL CORD INJURIES 
AND SPINAL CORD DISEASES IN THE COUNTRY. QUITE SIMPLY, 
THESE VETERANS ARE NQT RECEIVING THE QUALITY CARE THEY 
ARE ENTITLED TQ IN FLQRIDA BECAUSE THERE IS A CRITICAL 
SHQRTAGE QF SCI BEDS. 
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THE SPINAL CORD INJURY UNIT PROPOSED FOR THE JAMES 
HALEY MEDICAL CENTER IN TAMPA, FLORIDA IS DESIGNED TO 
REPLACE THE CURRENT OVERBURDENED SCI UNIT AND IMPROVE 
SERVICES TO MEET THE HIGH DEMAND FOR SPECIALIZED CARE 
PROVIDED TO SPINAL CORD INJURED VETERANS. 

COMPLETION OF THE SCI UNIT IS LONG OVERDUE. I HOPE THE 
SECRETARY WILL BE ABLE TO GIVE ME SOME ASSURANCES THAT 
THIS PROJECT IS MOVING FORWARD AND WILL BE INCLUDED IN 
THE ADMINISTRATION'S NEXT BUDGET SUBMISSION. 

THERE ARE OTHER ASPECTS OF THE ADMINISTRATION'S BUDGET 
REQUEST THAT I ALSO FIND TROUBLESOME, INCLUDING THE VA'S 
RESEARCH BUDGET AND THE EXTENSION OF PROVISIONS OF THE 
OMNIBUS BUDGET RECONCILIATION ACT OF '1993. HOWEVER, I 
AM ANXIOUS TO HEAR FROM OUR WITNESSES SO I WILL NOT 
TAKE THE TIME TO ELABORATE ON THESE CONCERNS NOW. 

IN CLOSING, THIS YEAR'S BUDGET SUBMISSION REFLECTS A 
GREATER APPRECIATION FOR VETERANS PROGRAMS ON THE PART 
OF THE ADMINISTRATION. UNFORTUNATELY, SIGNIFICANT 
SHORTFALLS STILL REMAIN. 

MR. CHAIRMAN, I LOOK FORWARD TO WORKING WITH YOU AND 
THE OTHER MEMBERS OF THIS COMMITTEE TO ENSURE THAT OUR 
NATION'S VETERANS RECEIVE THE BENEFITS TO WHICH THEY ARE 
ENTITLED. 


THANK YOU. 
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Statement of Joseph P. Kennedy II 
Febnjary 24, 1995 

Mr. Chainnan, thank you for convening today’s bearing on the Fiscal Year 1996 
budget for Um Department of Veterans AHairs. I would also like to thank Secretary Jesse 
Brown and representMives from the veterans service organizations for presenting tesomooy 
today. 


But, yesterday's cuts by the Republican-led Appropriations Coounittee have curoed 
us back — with no choice but to revisit the budget for 1995. 

Unfortunately, today we are forced to face Republican cuts of over $200 million to 
the VA medical budget for 1995. As far I'm con ce rned, we've got all the evidence we 
need now to understand that the Republicans won't keep their promises to hold veterans 
programs hannless. 

Mr. Chairman, maybe you can explain it to me. Last week, at a hearing of this 
Committee where we heard testtmooy firom veterans organizations, all of the promises 
being made from the Republican side of the aisle must have just amounted to a lot of hot 
air. Republicans must be honest with veterans ~ purely paying lip service for their service 
to our country is not acceptable. 

Turning to the Clinton Administradon’s budget request for FY 1996, I want to 
commend you Se c retary Brown for working hard to advance a budget that will position the 
VA to better provide services for our veterans. At a tune when overall government 
spending decreased by 0.854, you managed to secure nearly a 5.SVo increase of SI. 3 billioo 
in badly needed funds for the VA. 

It is my hope that this budget will allow us to reach our goals of: 1) operating the 
VA hospitals more effectively with more outpatient care for more veterans, 2) reducing the 
backlog in processing benefits claims, and 3) funding construction improvements at VA 
hospitals to make them more like the private sector. 

I have a couple areas of ^wcial interest — funding for homeless veterans, Persian 
Gulf research, and eligibility reforms ~ that 1 will address later in my questions. 

Again. ( would like to commend Secretary Brown for this budget While many 
agree that the VA could use even greater funding especially for medical care, this budget 
moves the Department forward in its commitment to provide tbe best possible services for 
our veterans. 


T>«t tUnOM** MmTI 0 On « iMM OV WCVCUS 
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CONGRESSWOMAN CORRINE BROWN 
HOUSE COMMITTEE ON VETERANS AFFAIRS 
FEBRUARY 24, 1995 

Mr. Chairman, members of the Committee, I am happy 
to be with you today and am hopeful that this year will 
be a good one for our veterans. 

I am pleased with the $1.3 billion increase in the 
Administration's FY 1 996 budget for VA. Also on a 
positive note -- especially for veterans in Central Florida 
-- is the VA's reuse of the Orlando Naval Training 
Center Hospital for an outpatient clinic and 120-bed 
nursing home care unit. Currently, VA has begun to 
move its outpatient clinic operations from its presently 
leased location to the Orlando Naval Training Center 
site. 

However, I remain concerned about the needs of 
homeless veterans and about adequate access to health 
care for Florida's great -- and growing — number of 
veterans. Therefore, I am hopeful that funding for the 
new medical center and nursing home in Brevard 
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County, Florida, which is included in the President's 
proposed budget, will become a reality. 

The plight of homeless veterans must be realistically 
addressedi These veterans have no home, no address, 
and no way to be contacted by family or potential 
employers. Therefore, I would like to work with you 
and with the Committee to develop a successful, cost- 
effective program to help these veterans out of 
homelessness and into jobs. 

I look forward to working with you on these issues of 
concern. Thank you for your assistance and 
cooperation in the past. Your outstanding leadership is 
greatly appreciated. 
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Prepared statement of Congressman Everett 


Thank you, Mr. Chairman, for having this 
HEARING TODAY. ThANK YOU ALSO TO 
Secretary Brown for appearing before us. 

This budget is a slight improvement over 

LAST YEARS, HOWEVER, WE MUST KEEP IN MIND 
THE CONSTITUENCY WE ARE SERVING. 

Republicans and Democrats alike will agree 

THAT WE can't "BALANCE THE BUDGET ON THE 
BACKS OF veterans" - VETERANS MUST NOT BE 
SINGLED OUT FOR CUTS OR TAXES TO THEIR 
BENEFITS. 

As Chairman of the Compensation, Pension, 
Insurance and Memorial Affairs 

SUBCOMMITTEE, I KNOW WE WILL HAVE OUR WORK 
CUT OUT FOR US. I ESPECIALLY LOOK FORWARD 
TO REVIEWING THE IMPLEMENTATION OF TiTLE 1 

of<v103-446, compensation to Persian Gulf 

VETERANS. EVERYONE WOULD LIKE TO KNOW 
WHAT IS GOING WRONG WITH THESE YOUNG 
SOLDIERS AND SEE THAT THEY ARE COMPENSATED 
FOR THEIR ILLNESSES. ADDITIONALLY, WE 
WILL BE FOCUSING ON CLAIMS PROCESSING IN 
THE REGIONAL OFFICES AND EXAMINING THE 
THREE-PHASE COMPUTER MODERNIZATION PLAN VA 
IS IMPLEMENTING. CLAIMS PROCESSING 
CURRENTLY RUNS ABOUT 170 DAYS. WiLL THIS 
TECHNOLOGY ALLEVIATE THE BACKLOG AND 
PROCESSING TIME? ThE SUBCOMMITTEE IS 
LOOKING FORWARD TO AN ACTIVE OVERSIGHT 
AGENDA ON THESE AND OTHER IMPORTANT ISSUES 
TO OUR VETERANS. 

I LOOK FORWARD TO HEARING YOUR TESTIMONY 

Secretary Brown, and to your responses to 

OUR QUESTIONS. 


Thank you Mr. Chairman. 
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STATEMENT OF THE HONORABLE CLIFF STEARNS 
COMMITTEE ON VETERANS AFFAIRS 
HEARING ON ADMINISTRATION’S HSCAL YEAR 1996 BUDGET 
FEBRUARY 24, 1995 


I am pleased to be here this morning. I would like thank you Chairman 
Stump for holding this hearing today. I would also like to welcome 
Secretary Brown as well as the other distinguished members scheduled to 
testify and thank them for being here today. I am sure I speak for 
everyone when I say that we look forward to hearing their in.sightful 
testimony. 

While I applaud the fact, Mr. Secretary, that you have requested a $747 
million increase in funding over the 1995 level for medical care, there are 
two areas of concern that I would like to bring to your attention. 

First, I would like to once again impress upon you the importance of going 
forward with the 120 bed Psychiatric Building Component of the 
Ambulatory Care Addition/120 Bed Psychiatric Building project at the 
Department of Veterans Affairs Medical Center (VA) Gainesville, Florida. 

The Department of Veterans’ Affairs announced in December of 1994 that 
it had requested approval to stop further design. The State of Florida has 
an exploding veterans population, in fact, the influx is estimated to be at 
the rate of 5,000 veterans per month. Many veterans suffer from post 
traumatic stress disorders which require special care. 

1 wish to take this opportunity to request that you reconsider your decision 
to stop this project. For years the southeast quadrant has looked to this 
Gainesville Medical Center as the answer to a glaring need for psychiatric 
care. We must meet all the health care needs of our veterans. We owe 
them no less. 

The second issue of concern is that the veterans population continues to 
increase in a number of states and many of these same states have seasonal 
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increases in the number of veterans seeking care. This causes long waiting 
periods and puts a strain on not only the facility but also the personnel in 
attendance. We must provide some type of relief for these overburdened 
facilities. Why should residents that live in these regions be subjected to 
such delays before receiving treatment? 

Mr. Chairman, I know that the primary goal and chief concern that we all 
share is the need to follow through on the commitment we made to our 
veterans - 1 hope that we continue the process. 

I look forward to working with all of you and 1 feel certain that we will 
not let our veterans down. 
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STATEMENT FOR VETERANS COMMITTEE BUDGET HEARING 

GIVEN BY MR. COOLEY OF OREGON 

MR. CHAIRMAN. IT IS A PLEASURE TO BE HERE THIS 
MORNING TO REVIEW THE PRESIDENT'S BUDGET PROPOSAL. 

WITH ALL THE POLITICKING HERE IN CONGRESS LATELY, 
FROM FOOD STAMPS TO PUBLIC BROADCASTING. IT IS MY 
SINCERE HOPE THAT AS WE EXAMINE THE BUDGET. THAT WE 
LEAVE POLITICS AT THE DOOR. 

WE ARE NOT DEALING WITH WELFARE, WE ARE NOT DEALING 
WITH AN OBLIGATION THAT WAS GRUDGINGLY OFFERED. 

WE ARE DEALING WITH PAYMENT FOR SERVICES WELL 
RENDERED. I SAY THIS NOT AS A VETERAN, BUT AS A 
PUBLIC SERVANT. 

LIKE ANY CONTRACT THE GOVERNMENT MAKES, WE MUST DO 
ALL WITHIN OUR POWER TO LIVE UP TO IT. DOLURS MAY 
BE SCARCE, BUT WE MUST MAKE THIS OUR PRIORITY. 

ANOTHER POINT THAT I WOULD LIKE TO MAKE IS THAT, 
SEVERAL HEARINGS AGO, TWO OF OUR COLLEAGUES ON THIS 
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COMMIHEE EXPRESSED CONCERN THAT REPUBLICANS HAD 
VOTED TO CUT $206 MILLION FROM VETERANS. 

I AM HAPPY TO REPORT THAT I, ALONG WITH NEARLY ALL 
REPUBLICANS AND THE MAJORITY OUR FRIENDS FROM THE 
OTHER SIDE OF THE AISLE, SUPPORTED AN AMENDMENT BY 
OUR CHAIRMAN TO RESTORE THIS FUNDING TO VETERANS. 

I AM CONCERNED WHEN EVERYONE KEEPS TALKING ABOUT 
SACRIFICES TO COME IN ALL AREAS OF THE BUDGET. 

IN CASE ANYONE IS WONDERING - YES. WE DO STILL 
COLLECT NEARLY ONE QUARTER OF ALL MONEY MADE IN THIS 
COUNTRY. 

I WOULD LIKE TO POINT OUT THAT THIS MEANS THAT THERE 
IS PLENTY OF MONEY COMING IN FOR VETERANS AS LONG AS 
DON'T GIVE THEIR MONEY AWAY TO WORTHLESS CAUSES. 

PORK PROJECTS, AND THINGS THE GOVERNMENT SHOULDN'T 
HAVE ITS HAND IN. 

WE HAVE ALWAYS BEEN STRONG SUPPORTERS OF VETERANS - 
NOT ONLY IN WORD BUT IN DEED. LET US CONTINUE IN 
THAT VEIN TODAY - PARTNERS AND NOT ADVERSARIES - 
SUPPORTERS AND NOT OPPONENTS - ADVOCATES AND NOT 
POLITICIANS. 
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FOR RELEASE ON DEUVERY 
Expected at 9:00 A.M. EST 
February 24, 1995 


STATEMENT OF 

HONORABLE FRANK Q. NEBEKER 

CHIEF JUDGE, UNFFED STATES COURT OF VETERANS APPEALS 
FOR PRESENTATION BEFORE THE 
COMMITTEE ON VETERANS’ AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 
FEBRUARY 24, 1995 

MISTER CHAIRMAN AND DISTINGUISHED MEMBERS OF THE COMMITTEE: 

On behalf of the Court, I appreciate the opportunity to present for your consideration 
the fiscal year (FY) 19% budget for the United States Court of Veterans Appeals. In my 
testimony, I will briefly address two matters: first, the Court ' s operating budget request for 
FY 1996; and, second, the Pro Bono Representation Program (Program), for which the 
Court is again requesting funding. 

First, I would like to focus on the Court's FY 19% budget request. For FY 1995, 
the Court had requested 59,523,000, which included a request for 5790,000 to continue the 
pro bono Program. The Court received an appropriation of 59,429,000. This appropriation 
reflected a decrease in General Services Administration rental payments iuid included 
5790,000 to continue the pro bono Program. For FY 19%, the Court requests 59,820,000 
to fund its normal personnel and operating requirements, including 5678,000 to fund the pro 
bono Program. 

The Court recognizes congressional and executive branch efforts to reduce spending. 
As is noted in the budget submission before you, the Court plans reductions in a number 
of spending categories. The Court ' s voluntary personnel reductions through FY 1995 met 
executive branch targets for administrative and persotuiel reductions. The Court's budget 
estimate for FY 1996 reduces by one full-time equivalent position the Court ' s staffing from 
its 1995 authorized level. With this reduction the Court will have reduced staffing by 6% 
since fiscal year 1993. 
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There are no new funding requirements in the Court ' s FY 1996 budget request. The 
Court ‘ s request for FY 1996 reflects a net decrease in funding from FY 1995 funding levels 
for all budget categories other than pay and benefits. The pay and benefits categories for 
judicial and non-judicial staff include a 2.2% inflation rate adjustment, following guidance 
from the Office of Management and Budget. Other categories reflect normal increases in 
the cost of court security operations, finance and accounting support, rent, the actuarial 
study of the Judges Retirement Fund, and the Court's contribution to the Judges 
Retirement Fund. 

Second, I wish to highlight a few features of the pro bono Program, included once 
again in the Court's budget request. In February 1994, the Court transmitted to you the 
evaluation reports prepared by the Legal Services Corporation covering the first full year 
of operations of the pro bono Program and the Court ' s comments on those evaluations. 
A two-year status report will be provided to Congress in February 1995. The Program's 
goal of significantly reducing unrepresented appellants was achieved as to appeals filed in 
FY 1993 and again in FY 1994. The Court's FY 1996 budget submission and the 
forthcoming report provide more detailed information concerning the Program ' s operations 
through FY 1994 and calendar year 1994. I would like to take this opportunity, however, 
to highlight several accomplishments of the Program. 

First, the Program provides legal advice or representation to eveiy eligible pro se 
appellant who requests assistance and who cannot afford an attorney. As a result, fully two- 
thirds of eligible appellants who were pro se when filing appeals in the first two years of the 
Program ' s operation received some form of legal assistance. Second, during these first two 
years of the Program's operation, while only 19% of appellants were represented at the 
time of filing a notice of appeal to the Court, 42% were represented at case termination as 
a result of the Program's placement of cases with attorneys. Third, recruitment of 
volunteer attorneys has been highly successful. Through the end of calendar year 1994, 342 
volunteer attorneys have been recruited and are participating in the Program. Since the 
inception of the Program, attorneys from 25 jurisdictions, in addition to the District of 
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Columbia, have participated. Nearly 300 attorneys have received training in veterans law, 
either through the Program's formal day-long training sessions (261 attorneys) or through 
video training tapes (37 individuals or law firms). Of the 159 volunteer attorneys who have 
completed cases, over 80% have expressed willingness to take another case, and 51 
appellants have already received repreisentation by repeat pro bono attorneys. In FY 1994 
the Program provided nearly S4.00 worth of volunteer-attorney services for every $1.00 of 
federal money spent on the Program. 

The $678,000 funding request for FY 1996 reflects a one-time decrease of $112,000 
from the FY 1995 level. This decrease is based on nonrecurring savings in the Program that 
could not be maintained in future years without programmatic changes that the Court does 
not now anticipate would be desirable. In response to congressional concerns, the Court 
and the Legal Services Corporation are proposing an equal split of the annual budget 
request for the Program and are coordinating closely on both policy and funding issues in 
an effort to ensure the effective continuation of the Program. The Court, however, presently 
requests that the full amount be appropriated as part of the Court 's budget request as was 
done through the prior three appropriations. Only if the Congress responds to the 
Corporation's request by appropriating half of the necessary funds through the 
Corporation's budget would ibe Court then request a commensurate reduction from 
$678,000. 

Finally, I ask that the Court continue to be excluded from section 509 as has been 
the case with past appropriations legislation. The language incorporated in section 509 of 
Public Law No. 103-327, the VA, HUD, and Independent Agencies Appropriations Act for 
FY 1995, precludes agencies from using, for any other objea classifications, funds provided 
for personnel compensation and benefits. The Coun notes that the Office of Management 
and Budget has recommended that section 509 be eliminated from the Admim'stration ' s 
proposed appropriations bill for FY 1996. Should this restriction be included in the 
Appropriations Act for FY 1996, however, the Court requests continuation of the exemption 
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it has received in all prior fiscal years. Other United States courts have not been made 
subject to such funding restrictions, and our Court's relatively small staff and budget 
warrant a continued exemption to ensure that resources are directed most efficiently. 

In conclusion, I appreciate this opportunity to present the Court ' s budget request for 
fiscal year 1996. On behalf of the judges and staff, I thank you for your past support and 
request your continued assistance. If you have any questions, the Court's staff and I will 
be happy to respond. 
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STATDSHT OT PMSTON M. TAYLOR JR. 

ASSI9TAMT 9KCRXTARY FOR 
VITIRAMS' EMPLOYMENT AND TRAINING 
SUBMITTED TO THE 
COMtirrSE OH veterans' affairs 
U.S. HOUSE OF REPRESENTATIVES 

FEBRUARY 24, 1995 

Mr. ChRiraan and Manbars of tha CocoBxttaa: 

It ifl with graat honor and appraciation that Z aubnit for tha racord tha 
Fiflcal Yaar 1996 OapartMnt of Labor budgat aa it partaina to watarana' 
aag>loyMnt and training programa . 

X would lika to prafaca a^ rasarka by aharing with you ay wiaion for tha 
Vatarana' BmployMnt and Training Sarwica, or VETS, followad by a aaapling of 
tha aganey' a FT 1994 accoapliahaanta . Z am eoanittad to Baking all concarnad 
awara of tha outataading work that thia aganey, in partnarahip with its Stata 
grantaaa, doaa on bahalf of watarana. A briaf liating of VETS' racant 
auccaaaaa will aupport tha VETS' FT 1996 budgat raquaat, which Z will outlina 
today aa it partaina to aBployannt, training, and anforcaMant actiwitiaa. 

Firat, By wiaion. Z want VETS to ba racogniiad aa a "world elaaa" 
organisation anauring an^loyBant, training and anforcanant aarricaa to our 
▼atarana. Tha aganey anjat kaap paca with tha daaianda and rawarda of putting 
our cuatOBara — Tatarana and proapactiwa aaiployara of watarana — firat, in 
ordar to giwa aaeh rataran a ehanea for raal job aacurity and job opportunity 
in a changing world. To accoaipliah thia, VETS' Bain raaourca ia tha 
partnarahip it Baintaina with tha Stata taployaant Saeurity Aganeiaa or SESAa, 
who hawa wataran-dadicatad ataff — tha Diaablad Vatarana' Outraach PrograB 
apacialiata or DTOta, and tha Local Vatarana' fi^loyaant Rapraaantatiwaa or 
LVERa, who daliwar Boat of tha diract SBple yB ant and training aarricaa 
adBiniatarad by VETS for ratarana. 
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Th« Disabled Vatarana' Outraaeh Progxan la authoriaad by Titla 38 of tha 
Unitad Stataa Coda aa a grants-to-Stataa psogcaa adiUiiiatarad by VST8. DVOff 
apacialiata prorlda outraaeh aarrieaa to balp maziadsa aa^loyoMat and training 
opportunltlaa, pelaarily for dlaablad ratarana, and da^alop job opportunitiaa 
with ai^loyara through 9tata bopIoyMht Sacuzity Aganelaa. Tha DVOP ataff 
alao halpa thoaa about to laaTa tha Military and thair apouaaa by facilitating 
TXT workahopa undar tha Traaaition Aaaiatanea Program. 

Tha Local Vatarana' ftiploymant XapraaaotatiTaa ara alao mandat ad by Titla 
36 aa a granta-to<-9tata program adminiatarad by VETS. LTIM prowida job 
piaeamant and aupportiwa aarricaa diractly to watarana. Thay alao act aa 
functional auparriaora of aarrieaa proridad to Tataraaa by othar local Job 
8arrica offiea ataff to aoauxa coaplianca with tha priority of aarwiea 
raquiramanta and parformanea ataodarda for aarrieaa to ratarana. LVKiu alao 
maintain eooparatira working ralationahipa with community organiaationa and 
ao^loyara^ and work cloaaly with ataff in othar aganeiaa, including tha 
Dapartaant of Vatarana Xffaica paraonnal inrolrad in vocational rababilitation 
and eounaaling aarrieaa for ratarana. Additionally, LVSKa promota and monitor 
liatinga of job opaninga by Tadaral contractora and aubaaquant rafarrala of 
qualifiad ratarana. Thay alao monitor and promota participation of ratarana 
in fadarally-fandad m^loymant and training progranm. 

Tha awgihaaia, both within tha agancy and throughout tha OVOf/LVBk 
dalirary ayatam, eontinuaa to ba on total quality managaaMnt, or TQpt, and tha 
taamwork prineiplaa undarlying thia philoaophy. 

During FT 1994, VSTS and ita grantaaa' afforta raaultad in 
accompliataanta that bad aignificant impact both on tha agancy* a oparationa 
and on tha ratarana wa aarra . 
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2.5 million r» 9 lst«r*d with tb« SISAs In th« Pro^rMi Ywnr Anding 

Jun« 30, 1994, and 560,000 wntwran* w«s« h«lp«d into )obs, at n coat of 
•pproximatoly $430 for onch job aoeurod by a wataran. Tha SSSAa 
daliwarad two million indiridual aarwiea tranaactiona on bahalf of 
ragiatarad watarana, aneoaf>aaaing a wida ranga of aaiploymant and 
training aarricaa appropriata to thair intaraata and naada — aueh aa 
earaar aaaaaamant, intarriawing, taating, vocational guidance, 
counaaling, job aaarcb activitiaa, job davalopmant, and otbar aarvieaa. 
Thaaa aarvicaa wara aitbar dalivarad diraetly by tha OVOta, LVlRa, and 
othar 9K8A ataff, or obtainad through rafarralr to ethar aupportiva 
apacialiata or aganeiaa. Through ita DVOt and LVKR grantaaa, togathar 
with VST9' State Diractora and thair ataff, VST9 vigilantly protaetad 
vatarana' priority in —ployant aarvicaa aa mandated by law. VSTS and 
tha DVOPa and LWRa have concentrated thair afforta on thoaa moat in 
need of aaaiatanca: tha diaablad vatarana and thoaa vatarana with tha 
9 *^**taat barriara to amploymant. Thia focua on vatarana moat in need ia 
illuatratad by the outatanding affactivanaaa of tha OVOP atationad at 
tha Dapartmant of Vatarana Af faira' Regional Office ia St . Pataraburg, 
Florida, who racaivad aa award from tha VA for hia auccaaa in helping to 
find joba for vatarana • 

163,000 military mao and woman and thair apouaaa ware trained in 3,686 
Yranaition Aaaiatanca Program, or TAP, worhahopa at 204 military 
inatallatioaa in tha 0.8. in FT 1994, at a coat of appromimataly $36 par 
participant. Thia rapraaantad 73 percent of all thoaa aaparatad from 
adlitary at thaaa inatallationa in FT 1994, an 18 percent incraaaa 
over TAP coverage in FT 1993. TAP dalivara workahopa to military 
•aparataaa, providing handa-on, practical guidance on how to find 
amployamnt in the civilian labor force. An indapandant national 
evaluation conducted for Vira on tha TAP pirf-rmanri in FT 1991 
aatljaatad that aarvica ammbara who racaivad TAP oriaotationa, on 
average, found joba three waaka earlier than did aarvica mambara who did 
<M>t participate in a zap workahop. Such a reduction in tha time in 
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which a parson is unsaployad indicstas that, in a^gra^ata, thara axa 
larga sawings to ba caalisad by ansusing that as aany saparating 
pacsonnal as possibla sacaiwa TA9 oriantations. Tha saduction of 
parsonal anxiaty and faaily strass is an iaMsasurabla additional banafit 
which TAT workshops can prowida. Tha suecass of TAT is raflaetad by tha 
paopla it has touehad, such as tha Air forca wataran froM l>alawara who 
aftas nina yaars of sarwiea optad for an aarly discharga. As ha latar 
dascribad it, *...in approrinstaly sis aonths, Z would hawa to find a 
naw job. Z was frantic, not knowing which way to turn. That was whan a 
eo-workar told mm about tha Transition Assistanca trograa.” Aftar 
attanding a pra-TAf workshop and a full TAP workshop a nd working 
diligantly in applying tha lassons ha laarnad through TAP, this Dalawara 
▼ataran stanad up his TAP axparianca: *Z had baan saparatad frosi tha 
military only two days whan Z raeaiwad what Z had baan waiting for. 

That first call for an intarwiaw. Nbatawar bacmaas of tha intarriaw, Z 
know Z am auccassful. Just coming as far as Z hara has baan incradibla. 
Z owa a big dabt of gzatituda to all tha paopla working in tha TAP 
offiea. . . .thay' wa armsd ma with all Z naad to land that earaar that 
•aamad so alusiwa only sis months ago.* 

• 9,600 watarans wara matehad with amployars in on-tha-job training programs 
undar tha Sarwica Mambars Occupational Conwarsion and Training Act, 
known as aoCTA. Oadar tha awOCTA program, 0709 and t.vm staff 
idantifiad potantial amployars, dawalopad jobs, and assistad in 
daraloping ea-tha*-jeb training progms for as^loyars. Thay also 
proTlda indlTidualisad easa managamant sarrioas for watarans 
participating in PMCCZA to anhanca thair rataotion in training and post*- 
training amploymant. Tha aoCTA program aligibility rulas targatad 
long-term unaa^loyad watarans, diaablad watarana, and thosa whose 
military occupational spacialtias do not hawa a civilian labor markat 
eountarpart, such as infantryman. SMOCTA also included a sharper focus 
on job dawalopmant la industries ebaractarisad both by stability and 
growth. The waloa of flMOCTA is illustrated by two oasart ttocm watarans 
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who aftor loarlng tb« military w«r« jobloss in Buffalo, N.Y. : ono 
bacoaing hoMlaaa and tha othar racaiwlng walfara aaaiatanea. Through 
DVOP halp, aach waa placad through SMOCTA into 3ub-Aaaaablar Tralnaa 
poaitiona paying alaoat $13 par hotu; plua banafita. 

* Tha cooabinad impact of tha TAP and SMOCTA pregraaa, aa aupportad by DVOP and 

LVBR ataff, aakaa aach of thaaa actiwitiaa waluabla inwaatiaanta. Tha 
attantion giwan to aaparating aarTieaaaabara' tranaition to eiwilian 
amployaMnt ahowa tha nation' a coanitaant — laaming from tha miatakaa 
of tha Viatnaa ara *•- to nawar again naglact thia critical and wall** 
daaarrad aaaiatanea for our aatarana who ara ratuming to tha eiwilian 
workforea. 

* 8,200 hooMlaaa watarana wara aaaiatad by tha VBTS Boaalaaa Vatarana 

Raintagration Projact, known aa fIVRP, and ita 30 grantaaa, with mora 
than 4,150 awpactad to find joba. Thia highly affactiva program 
proridaa eoMprahanaiaa aarwicaa to honalaaa watarana through diract 
corricaa, linkagaa with othar aarwiea proridara, aueh aa tha Dapartmanta 
of Vatarana Affaira and Bouaing and Orban OawalopMOt, eharitabla and 
Stata organiaationa, and local non-profit aarriea prowidara with an 
a^haaia on job plaeaaant and ratantion. Bouaing and othar aarricaa ara 
prowidad to anpport thia aiaaion and to ancouraga job ratantion. Tha 
IfVRP granta wara officiant in tbair uaa of raaourcaa, aa daavnatratad by 
thair low awaraga coat of placamant — appromimataly $1,200 par homalaaa 
▼ataran getting a job. Tha natworking which makaa RVRP ao affaetiwa ia 
illuatratad by tha aaaiatanea prowidad to a hoamlaaa 37 yaar-old 
▼iatna»-ara wataran in San Antonio who not only auffarad from alcohol 
and oocaina addictiona, but who alao waa in naad of hamia an r ga ry . Tha 
combinad afforta of BVRP-fundad ataff, tha Audia L. Murphy VA Boapital, 
tha Dapartmant of Vatarana Affaira' contraetad tranaitional houaing 
facility and tha Tasaa Rehabilitation CcBaaiaaion wara auecaaaful in 
helping thia homalaaa wataran prograaa through rehabilitation for hia 
addictiona, hamia aurgary and a period of outpatient racorary in VA 
tranaitional bouaing, placanmnt in an auto repair job with aubaidiaa to 
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purehse* n«c«ss«ry tooXa, and •aaiatanea with hia flrat month' a rant for 
a raaidanca of hia own. A follow-up contact aawaral a»ntha latar 
rawaalad that ha had baan promotad to aaaiatant managar of tha auto 
rapalr ahop. 

Mora than 3,300 aarrica-connactad diaablad, Viatnam-ara or racantly 
■•pAratad watarana will hawa racaiwad training undar Job Training 
Partnarahip Act Titla ZV-C (JTFA ZV-C) granta, with aora than 2,500 of 
thaaa watarana aapaetad to ba placad in joba upon coaiplation of thair 
training, at a coat of approrljiataly $3,500 par placaamnt. rxinding for 
JTFA ZV-C granta, totaling $6.9 adllien in TT 1994, oomaa from tha 
taploynwnt and Training Adminiatratien' a Training and iMploymant 
Sarwicaa appropriation - not from tha appropriation for tha Aaaiatant 
Bacratary for Vatarana' baploymant and Training. Virtually all JT9A ZV- 
C funda for WTt 1994 — ' or Frogram Taar 1993, tha moat raeant yaarly data 
awailabla — wara awardad through a coopatitiTa procaaa to 14 Stata 
antitiaa through tha Gewamor'a offiea in aach Stata. Tha ramaining 
funda wara allocatad for innowatiwa pilot, damonatration and raaaarch 
projaeta with a national impact. During FT 1994, WTS atraamlinad ita 
JTFA rv-C granta procaaa to aliminata asiating ragulationa and phaaa in 
a raraapad ayatam. Tha raaolt waa fawar, largar waload granta orar 
■nlti-yaar grant parioda. Tha naw granta procaaa improvad program 
maintananca and maoagamant, raducad both atafflng naada and tha numbar 
of raporta raguirad, and incraaaad tha raaourcaa dawotad to diract 
cliant aarricaa. An axa^la of tha affactiwanaaa of JTFA ZV-C granta 
ia an unm^loyad 44 yaar-old Viatna-ara wataran in Maat Virginia who 
gainad m ad ic al axparianca whila in tha aarwica and waatad to aacura a 
job in tha m adi c al fiald. A ona-yaar Licanaad Fractical Nuraing 
training program fundad by JTFA anablad him to paaa hia Stata board 
anaam and raaultad in paxmanant aaylnymaot at a local boapital. Ha haa 
racaiwad a rloranea Vightingala Award for hia clinical work, and ia now 
anrollad ia a Aagiatarad Suraing program. 
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* 2,831 ••rricc prorid^rs w«r« trained at tha National Vatarana' 

Training Znatituta, known aa NVTI . Thia waa tha highast annual 
participant total in HVTZ'a hiatory. Tha low coat par trainaa of $1,033 
raflacta tha afficiant uaa of awailabla funding. NVTZ waa aatabliahad 
in 1986 and authoriaad in 1988 by Public Z.aw 100'‘323. Zt haa prowan to 
ba an axtraaaly affactiwa Maana for raiaing B»rala, incraaaing 
pcoductiwity and aatabliahing national uniformity of aarricaa by OVOP, 
LVIR, and VETS' ataff. Mora Ijiportantly, ataff training at NVTZ haa 
aignificantly improrad both tha quality and quantity of aarwieaa 
proTidad to watarana. NVTI haa prowan to ba afficiant in maating naw 
training naada aa thay ariaa, auch aa tha daTalopoant of rawiaad couraaa 
to addraaa changaa in tha program raquiramanta of TAP, SMOCTA, Vataxana' 
RaaaiployBant Righta, grant managaxMnt and caaa managamant aarricaa. 

NVTZ' a affaetiranaaa ia daaonatratad by tha moat raeant data arailabla 
from 244 claaa araluation aurraya conductad 90 daya aftar NVTZ training. 
Ninaty-aix pareant of NVTZ trainaaa in thaaa claaaaa and 91 parcant of 
thoaa trainaaa' auparriaora raport that tha training racairad at NVTZ 
haa halpad to anhanca tha quality of aarrica baing proridad to ratarana 
by thair officaa. Tha aama araluation aurraya ahow that 88 parcant of 
NVTZ trainaaa and 79 parcant of thair auparriaora baliara that NVTZ 
training haa raaultad ia an ineraaaa in tha ntabar of ratarana halpad 
into joba by thair officaa. 

* 1,208 naw vatarana' Raamploymant Righta, or VRR, caaaa wara filad in fiacal 

yaar 1994, and tha total nwbar of caaaa carriad orar aa opan from FY 
1993 into rr 1994 waa 206. By yaar' a and, 1,053 caaaa or 85 parcant of 
both caaaa nawly opanad in Tt 1994 and caaaa carriad orar aa opan from 
FT 1993 had baan cloaad within 90 daya of filing. Tha total nimdbar of 
caaaa cloaad in FY 1994, including caaaa carriad orar aa opan from tha 
prarioua yaar, waa 1,236. VETS' oparating coat for VRR in FY 1994 waa 
approaimataly $3,500 par opan caaa handled. Throughout FY 1994, VETS 
alao actiraly participatad in daralopmant of tha Uniformad Sarrieaa' 
Bnployawnt and Raamploymant Righta Act, known aa U8BRRA, which waa 



104 


B 

•MCt^d in Octobnc 1994. Xn FT 1995, VBT9 in lirrolTnd with thw ■tact-' 
up iffplaaantation of QSBMA. VET9' anforc«Mat of tho VMl atatuta 
caaaina a comaratoao of thi« Nation' ■ militacy praparadnaaa, through 
it* pcotaction of tba ciwilian aatployaant right* of ouz "citiian 
•oldiacfl” — tha Majority of whoM ara now aaaignaO to our Rasarra and 
National Guard eoapenanta. USBRRA prowidaa, for tha first tlaa, that 
practically all oon->earaar uniforaad aarwlea Mabara raeaiwa auch 
aaaiatanca froa VNT9. Tha axpandad pool of indiwiduala now aligibla for 
that aaaiatanca ia aora than 1.9 Million paopla. With Naaarwa coaponant 
foreaa playing an incraaaingly intagral part in our country's dafanaa, 
tha opportunity for tanaion with thair eiwilian aaployara Ineraaaaa 
proportiooataly with tha uaa of Rasarriata for actiwa duty military 
mlaaiona, such as tha raeant Bait! and Bosnia daployaaota. 

Zaplamantation of tha naw U8BRRA prowiaiona will ainiatiaa tha 
disruptions eausad by military aarvica for both aarrica aambara and 
thair aaployara. Zaplamantation, howawar, will significantly incraaaa 
VETS' watarana' raaaploymant rights workload. Military inwolTsamnt 
owaraaaa in auch araas as Haiti and Bosnia hawa baan but tha latast 
axaaplas of a trand which ia lihaly to ba rapaatad in tha futura, and 
which will aman that VRH eaaalomda will raamin auacaptibla to 
fluctuationa as Raaarriata ara callad tpon to play thair wital rolaa in 
our National dafanaa. OSlRRA aandataa naw inwaatigation 
raaponsibilitiaa and grant* aubpoana authority. Zt also aicpanda tba 
uniwaraa of VETS' raaaploymant rights cliantala to ecrar practically all 
non-caraar unifoaad aarwic^aabara, including thoaa in tha Fadaral 
gowarnmant and 0.8. Rostal Sarvica. An axa^la of VETS' impact in VRA 
aituationa i* ahown by an Xllinois Raaarwiat whoaa aaployac had giwan 
him a 10 minuta ultiaatum to dacida which ha wantad to guit: hia job or 
tha Rasarras. During thaaa 10 ainutas tha Raaarriat callad VETS' 

Chicago Ragional Offica and was gioan iaaaadiata adwiea ragacding bis 
rights, which ha than uaad to amicably raaolwa tha problam with hi* 
amployar . 
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* Aa Iji^ortaAt of VITS' offorta to iaproiro its proyran adadniatratlon 

within oTailablo raaourcaa waa tha FT 1994 la^laaantation of a aacond 
9 «naration of VSTS' Auto«atad Aaportlng Syataoi, known aa VAA3, to 
prewida aaaantial aanagaMnt information and data. 

* In FT 1994, tha Sacratary of Labor aatabliahad tha iagialatiwaly aandatad 

Adwiaory Committaa on Vatarana' laploynant and Training, or ACVIT. Tha 
ACVKT waa eraatad to prowida VKTS' awtarnal eonatituanciaa, auch aa 
aaiployara, watarana' aarwiea organiiationa, and othara with a forwm for 
conaulting with tha Sacratary of Z«abor and tha Aaaiatant Saeratary for 
Vatarana' taploymant and Training ragarding tha broad ranga of iaauaa 
facing watarana aa a group and VSTS aa an aganey. Tha ACVST' a initial 
Mating waa hald in tha firat quartar of FT 199S. 

* VBTS awardad a grant in FT 1994 to *X«aadarahip BaployMnt for AxMd Forcaa 

Faraonnal”, known aa LEAF, to train watarana, particularly racantly 
aaparatad wataraaa, to ba heuaing projact managara. Tha training, a 
part of which waa prowidad in FT 1994, with a aaaaion to ba gi-ran in FT 
199S, waa and ia baing prowidad by tha Rational Cantar for Bouaing 
Managamant with tha aaaiatanca of tha Dapartmanta of Bouaing and Orban 
DaralopMnt, Juatica, Baalth and Human Sarwicaa, and xdueation. Tha 
t>apartMnt of Juatica eontributad financially to thia damonatration 
projact with a wiaw to haring graduataa placad ia aa many of that 
DapartMnt'a *waad and aaad prograai” citiaa aa poaaibla. Gradxiataa 
choaan for thair laadarahip potantial will alao aarra aa rola aodala foi 
inoar city youth to raduca aubatanca abuaa and criM, axMi aa a rola 
modal in tatma of job and caraar purauita. 

For FT 1994, VSTS ia raquaating a total of $197,114,000 to fund 2C7 
Fadaral poaitiona and 3,146 Btata poaitiona; that ia, 1,441 LVSR poaltiona ao4 
1,709 DVD? apacialiat poaitiona. Thia total includaa $161,279,000 for granta- 
to^^Stataa, $23,017,000 for adalntatration, and $2,622,000 for tha Rational 
Vatarana' Trainix»g Xnatituta. Tha FT 1996 budgat rapraaanta a ona pareant 
incraaaa orar tha aganey' a funding for FT 1995. 
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9«rTie«s to Totorans by tbo front-Xiao proridora io VITS' doIiTory 
•yatom, tho OVOr and LVBR ataff in tha Stata ftylayaiant Sacurity Aganeiaa, 
will contlnua to ba tha kay coaiponant of vns' oparationa. Tha critical 
Iflportanca of tha DVOP and LVU pro^rama ia raflactad by tha 06 pareant ahara 
of tha agancy'a budgat which ia dawotad to DTOf and LVSK aarwicaa. OVOr and 

actiwity will continoa to ineluda all lagialatiraly praacribad aarwicaa 
in rt 1996, with priority to ba fiwan to apacial diaablad watarana and othar 
eata^oriaa of diaablad watarana. Tha foeua of DVOP and LVKR aarwicaa will ba 
to aarra thoaa watarana aoat in naad of anpleymant and training aaaiatanea •**- 
thoaa facad with tha graataat obataelaa to obtaining aaployMnt . VR8 will 
tar^at tha afforta of tha DVOP and LVSP apacialiata to anaura that watarana 
bacco* job-caady, and to aaaiat watarana in aacuring fl lyant and training 
auitad to thair indiwidual naada . 

Kwolution of tha rolaa playad by DVOP and LVSP ataff in aarriea daliwary 
to watarana will ba a eantcal faatura addraaaad in tha Dapartaant of Labor' a 
Ona*8top Casaar Cantar inltiatiwaa aa thaaa ara dawalopad throughout tha 
Stataa by tha Oapartaant'a ^^loyaant and Training Adainiatcation, or BTA. Z 
aa plaaaad to raport that wa ara working aa full partnara with BTA in tha 
^*P^*a*<>tation of tha Ona-8top Caraar Cantar ayataa. Wa ballara that tha 
opportunitiaa for watarana to obtain appropriata and daairabla job training, 
counaaling, job placaaant aarwieaa, and labor aarkat inforaation can ba 
incraaaad by tha oparation of Ona^Stop ayataaa. Wa alao baliawa that 
Dapartaant of Labor adainiatarad aaployaant and training prograaa auat ba 
flaxibla, to anabla Stataa to euatoadaa thair daliwary ayataa to aaat tha 
particxtlar naada of local labor aarkata whila atill proriding mmjtimim 
opportunity and priority aarrica to watarana. 

^ baliava that tha Ooa*8top initiatiTa ia an opportunity to ra-think how 
aa daliwar aarrica to watarana, how wa uaa our dadicatad raaourcaa tha 
DVOPa and LVBPa to battar aarra our watarana. For axaapla, if a rataran 
can aaaily accaaa v^loyaant inforaation through a Ona»8top ayataa and obtain 
ai^loyaant without dlract intaraction with a ratarana' rapraaantatira, than 
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•ddltlofiAl staff tiM will b« aTailabla to holp mora rotasans who naad 
IntanaiTO aasricaa, such aa eounsaling, wocational cahabilitation, tasting, 
cazaar assassaant, and othar tiaa-cona<aiing actiwitias. To ansura that 
▼atazans will banafit fzoa tha Ijiplaaantation of Ona*Stop systaas, wa hawa 
assignad VST8' staff at tha National and Ragional larals to work with ITA. 
VNTS' staff hawa also baan dizactad at tha Stata lawal to wozk dizactly with 
tha Stata Ona-Stop coozdinators . 

A budgat'-nautzal faatura in tha VNTS' budgat zaquast inclodas a prowision 
that would allow statas to obligata, thzough tha first quaztaz of tha 
following yaaz, funds obligatad by VNTS during a fiscal yaaz for tiM DVOP and 
LVNA pzogr«aa. Thin faatura will facilitata aora cartainty in OVOS and LVNR 
pzogzaa planning by tha Statas and ba consistant with othar Tadazal grants 
proTidad. Analysis of funds lapsad annually ainca TT 19S0 shows that tha 
Statas suffaz staffing fluctuations zasulting frea anticipation of funding 
lawals aach fiscal yaaz. Aroidanca of thasa fluctuations through application 
of tha "fifth quaztar funding" authority raguastad would anabla appzorimataly 
56 s»za DVOT/LVSA Staff to ba utilisad nationwida, translating into 
approaiaataly 6,000 taoza plaesaants in rt 1996. 

A kay priority within tha $23,017,000 raguastad for VSTS' Tazioua 
a<kainistzatiTa actiwitias will ba inczaaaing tha rasponsibility of DVOS and 
LVik staff in prasanting Transition Assistanca rzograa workshops. TAS 
funding of $2,433,000 in FT 1996 will allow TAS workshops to ba pzasantad to 
176,000 sarwieaaaHbars — 82 parcant of tha anticipatad 217,000 military 
parsonnal who will ba sapazating from basas in tha Statas. This raprasants a 
3S parcant ineraasa in TAt'a eorazaga of sapazataas whan compazad with tha FT 
1995 anticipatad eowaraga. Tha Dapartmsnt of Dafansa TAP af forts owarsaas 
will continua to ba supported by training pzowidad to DOO' a TAP facilitators 
by tha National Vatarans' Training Xnstituta. 

Anothaz araa of amphasis within VBTS' a^ainistration budgat for FT 1996 
inTolwas tha full iapl samotation of tha Vatarans' Nasiyloyant Rights 
prowisions of tha naw OSBRRA law. Approxismtaly 2,000 such casas ara axpactad 
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to bo opoood in n 1996, oad on-«ito io-roatigotiono abould iaerooao by 
oppsooiaotoly 263 poccont fcoa tho 380 caaoa that ro^ulrod on*aito 
inroatigotlooa ia FT 1994 to opproaiJMtoly 1,000 eaaoa roquiring on-oito 
iavoatigatioa ia FT 1996. VITS will eoatiauo ita offorta to cloao aoro ebon 
85 porcont o6 aetiwo eaaoa within 90 daya and maintain tbo aworago niMbor of 
daya froa oponing to eloanro at loaa than 50 daya. 

VCT8 will roduco ita ataffing lovol for FY 1996 to 267 m peaitiona, 5 
fowoc than in FT 1995 and 11 fawor than tho FT 1994 actual lowol. Agoncy 
roatruetuxiag or atroaalining aaaoeiatod with tho roduction la FTl will bo 
facilitatod by tbo propoaod iacroaao of 8315,000 to fund oaployoo faiaanani 
Chaagoa of Station. Thia would oaablo tbo agoncy to rolocato bay aaployooa to 
peaitiona and locationa whoro they can boat bo xttiliaod. To aaoliorato tho 
impact of field and boadqnartora FT8 roductioaa, tho agoncy will onhanco ita 
autoaatod managaaont information ayataaM for Votorana' booi^loyont Sighta 
eaaoa, grant aanagaMont, and quarterly reporting, and will achiowo 
officianeioa through crcaa'^traiaiag and orpandod utiliiation of tho remaining 
Btaff . 

VST8' 82,822,000 roquoat for tho National Votoraae' Training Znatituto 
will porad-t trainiag of approaimatoly 2,560 partieipaata ia NVTZ oouraoa. 
Currently ia progroae at NVTZ am prejocta — 

* to dowolop training ia Total Quality Wana jamaat (T9C) priaciploa to 

facilitate bettor utiliaation of diminiahiag roaoureaa, with 
daliwory of training ia acbodulod to begin in FT 1995 and onteod 
into FT 1996; and 

* to dewolop training for VITS' ataff to enable them to aaaiat ei^loyera 

and protected workora under the prowiaiona of tho now Vnifocmed 
Sorricoa apploymant and Nee^loymant Rigbta Act of 1994. 

Tbo FT 1996 roquoat for the aaaiatanco programa for bomaloaa wetoraaa, 
which ia funded through tho Biploymont and Trainiag Admiaiatratioa' a budget, 
ia 85,011,000. Zt ia oapected that thoao roaourcea will aaaiat approximately 
8, 200 bemeleaa wotoraaa mintegrato into aocioty throu^ the proriaioa of 
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•upportiT# MrTle«« aim! and tralning-r^lat^d ••rric#*. Housing 

rosourcos to onhAaes roontry into tho labor asrkot will bs srrsngod through 
co^Bunitj sssourcos or othor sgonelas. Approxiastsly 4,000, or 49 porcsnt of 
tho Tstsrsas •nrollod, sra aspoctod to bo plocod in porsonont jobs. 

Z spprocioto this opportunity to doseribo tho fT 1994 budgot of tho 
Votorons' biployBont and Training Sorvico. Z look forward to working closoly 
with tho Ccmittoo on bohalf of our nation's TOtorans. 
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STATEMENT OF THE HONORABLE JESSE BROWN 
SECRETARY FOR VETERANS AFFAHtS 


FOR PRESENTATION BEFORE THE 
HOUSE COMMITTEE ON VETERANS’ AFFAIRS 
FEBRUARY 24, 1995 


Mr. Chairman, members of the committee, I am honored to be here today to 
present the President's FY 1996 budget proposal for the Department of Veterans 
Affairs. In securing $39.5 billion for veterans programs, we were confronted with 
balancing our commitment to provide quality care and services against the backdrop 
of tighter fiscal restraints. Nonetheless, the budget proposal before you reflects the 
President's commitment to provide quality health care and benefits to our nation's 
veterans and their families. 

At VA. we: 

1) Provide quality health care. 

2) Deliver timely benefits. 

3) Bury our veterans with dignity. 

This budget will improve our ability to perform these missions. 

The 1996 medical care budget request is $17 billion. With this funding level, 
we plan to improve our managerial and streamlining operations to better meet the 
changing needs of our veterans. We have witnessed a dramatic shift in the 
composition of our veteran population. Our veterans are older and require more 
long-term care. To meet this demand, the medical care budget includes the 
necessary resources to open three new nursing homes. The $17 billion requested 
for VA medical programs will also support 201 ,254 FTE and provide care to 2.9 
million unique patients. 

In the provision of health care, the challenge before us is clear. We must 
continue our commitment to provide the best quality of care within current fiscal 
constraints. In response to this challenge, we have included numerous initiatives 
aimed at improving how we manage health care. In 1996, we plan a new corporate 
management structure that will provide the framework to decentralize authority and 
reduce organizational barriers. This new structure is expected to encourage and 
promote management innovations. Through our management plan, we will reduce 
many management layers that do not directly produce value-added services and plan 
to consolidate redundant medical services. With these efforts, we will not only 
enhance the efficiency of the VA system but also improve our ability to provide 
quality care to our veterans. In accordance with our goal to secure state-of-the art 
health care, we have increased funding for research. 



Ill 


As Secretary, I have visited VA hospitals in over 37 states. I have seen first 
hand the unacceptable condition of many of our facilities. Patients are being treated 
in substandard environments. Communal bathrooms and four or more patients in a 
room are not uncommon. In many areas, these conditions do not exist in the private 
hospital across the street. Our veterans deserve better. 

I am pleased to say VA's total construction budget for FY 1996 will allow us 
to begin to address these problems. The Major Construction request is 4S percent 
more than VA received in FY 1995. The Major request funds six projects that will 
correct patient environmental deficiencies. Funds are also provided to improve 
veteran access in California and Florida. These funds, along with a Minor 
Construction budget increase of SO percent, will enable us to enhance the health 
care environment to better meet the needs of our patients. 

We have a better benefits delivery system now than we had two years ago. 
We have made some significant strides in decreasing the processing time for 
adjudicating claims. I can proudly say that we will meet our performance goals by 
reducing the timeliness fw original compensation cases to 140 days in 1996, and we 
are well on our way to meet the goal of 106 days by 1998. The FY 1996 requested 
level will allow us to continue our progress toward implementing several 
reengineering initiatives which will streamline w(»k processes, enhance service 
delivery and improve the overall quality of service. 

I will now briefly summarize the 1996 budget request for VA, highlighting 
significant budget issues for our major programs: 


MEDICAL PROGRAMS 
Medical Care 

The 1996 medical care budget request of S17 billion represents a $747 
million increase over the 1995 enacted level. VA is also requesting 201,254 FTE in 
1996 which is 267 FTE above the 1995 level. With these resources VA will care 
for all eligible veterans expected to seek care in 1996 -2.87 million unique patients- 
• an increase of approximately 43,000 eligible unique veterans projected over last 
year. This funding will result in over 1 million inpatient episodes —953,000 acute 
care and 109,000 long-term care- and 26.3 million outpatient visits. This funding 
level will enable VA to enhance the level of cate as well as open newly constructed 
and leased facilities. 

In 1996. VA will open a replacement medical center in Detroit. Michigan. 
Nursing homes will open in Martinez, CaliftHnia; Marlin, Texas and Baltimore, 
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Mary)and, and a spinal cord injury center will be added to the Dallas, Texas 
medical center. A 2^bed geropsychiatric facility will be opened in Marion. 
Indiana and VA will also open relocated and expanded outpatient clinics in 
Mayaguez, Puerto Rico and Redding, Califwnia. 

To ensure that the veterans that use VA health services continue to receive 
quality care, we must make reinventing government a reality. We must change the 
way we currently do business and achieve real savings. To that end, VA will 
implement efforts to increase efficiencies and generate savings. These efforts 
include trimming unnecessary management layers, consolidating redundant medical 
services, and utilizing available community services. 

A new management structure, irrespective of budget considerations, is 
needed to ensure that decisions affecting patients are made by management closer to 
the patient. This new corporate management structure, the Veterans Integrated 
Service Networks (VISNs), will provide the framework and line authority to 
streamline and consolidate services and administrative activities within a network of 
VA medical centers. Decentralization will promote management irmovations to meet 
the workload targets and resource levels. We seek Congressional support for this 
reorganizatiem. The Under Secretary of Health is in the fmal stages of developing a 
reorganization of VHA, and I intend to submit a plan to Congress for approv^ in 
the near future. 


Medical and Prosthetic Research 

A total of S2S7 million and 4,1 10 FTE is requested to support VA's medical 
and prosthetic research program. The funds available will support high-priority 
research projects that not only enhance the quality of veterans' health care but that 
of the entire population. With the resources provided in 1996, VA research will 
continue to address critical areas such as aging, AIDS, mental illness, heart disease, 
diabetes, cancer, and the health-related problems of Vietnam-era veterans, Persian 
Gulf War veterans, former prisoners of war and female veterans. 

Medical Administration and Miscellaneous 
Operating Expenses 

We are requesting $72.3 million for Medical Administration and 
Miscellaneous Operating Expenses. This level of funding will support 790 FTE and 
continue the effective administration of VA's medical and construction programs. 

In 1996, the Homeless Assistance staff funded from the General Operating 
Expenses appropriation, is being transferred to VHA. This staff coordinates VA's 
homeless program and promotes relationships with Federal, state and local agencies 
involved in homeless efforts. 
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Medical Care Cost Recovery 


A total of $1 1 1.1 million and 2,275 FTE is requested to collect over $648 
million from third parties, copayments, and receipts. Collections are estimated to 
increase by $62 million over the 1995 level. 

The Administration has also proposed legislation to extend through 2000 the 
following provisions which were enacted or extended as part of OBRA *93 and are 
due to expire in 1998; (1) recover costs from health insurers for treatment of non- 
service-connected disabilities of service-connected veterans; (2) certain income 
verification authority, and (3) recover copayments for outpatient medication and 
nursing home and hospital care. Combined savings through FY 2000 for these three 
provisions are estimated to equal $798 million. 

Health Professional Scholarships 

The 1996 budget request of over $10 million for the Health Professional 
Scholarship program will help support approximately 427 new scholarship awards. 
This program has proven to be an excellent tool in assisting VA to secure a cadre of 
highly qualified health care personnel. 

Grants for Construction of State Extended Care Facilities 

The 1996 Appropriation request of $43.7 million will provide funding for 
nursing home projects and various other projects. 


M^jor Construction 

A funding level of $5 13.8 million is requested for the Major Construction 
program. The 1996 Major Construction budget request emphasizes increased access 
to care for veterans, improvements to patient environment and ambulatory care 
improvements. $154.7 million is requested to fund the construction of a new 
medical center and nursing home in Brevard County, Florida. This area has long 
been identified as an area in need of a greater VA presence due to its veteran 
population. Construction fimding of $ 1 88.5 million is requested for a joint venture 
between VA and the U.S. Air Force to construct a new medical facility at Travis Air 
Force base in California. The new facility will replace the former Martinez VAMC, 
which was closed for seismic safety reasons in 1^1. 

The request places significant emphasis on improving the environment for 
veteran patients. Patient environmental improvement projects will be undertaken at 
the following medical centers: Lebanon, Pennsylvania; Marion, Illinois; Marion, 
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Indiana; Perry Point, Maryland; Reno, Nevada; and Salisbury, North Carolina. 
Outpatient improvements will be funded at the VAMC in Boston, Massachusetts. 

VA is also requesting funding to develop additional gravesites at the Florida 
National Cemetery, allowing the cemetery to remain open. 

Additional funds are included in the request for asbestos removal and 
hazardous waste abatement. Funding is also provided for VA to reimburse tht 
Judgment Fund for the payment of settled claims. 


Minor Construction 

A total of $229.1 million is requested for the Minor Construction program. 
Our request includes $209.1 million for Veterans Health Administration projects hat 
emphasize outpatient improvements, patient environment and much needed 
inffastructure improvements. $42.6 million of these funds will be focused on 
outpatient improvements that will enable VA to continue its commitment to provide 
primary and preventive care in an ambulatory care setting. Additionally, $42.6 
million will be earmarked to improve the patient care environment by providing 
private and semi-private bedrooms and private bathing facilities. S9.S million is 
also included for National Cemetery System projects designed to alter, extend or 
improve existing national cemeteries. 

Non-Recurring Maintenance and Repair 

A total of $219 million is requested for the Non-Recurring Maintenance and 
Repair (NRM) program in the Medical Care appropriation. NRM resources will 
support replacement of additional building service equipment, minor structural 
improvements, and ncm-recutiing maintenance and repair to existing structures. In 
addition to new requirements, funds will be applied to the backlog of routine 
maintenance projects such as repairing roofs, maintaining heat and ventilation and 
air conditioning systems, ensuring adherence to fire and safety codes, and making 
needed electrical and utility system repairs. Non-recurring maintenance funds will 
also be used to adapt systems and areas to comply with requirements to control the 
potential spread of tuberculosis. 
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BENEFIT PROGRAMS 

The VA benefits progranis continue to reflect this country's commitment to 
veterans who suffered disabling injuries during their service, the survivors of those 
who died from service-connected causes, needy wartime veterans who became 
disabled after service, those who wish to use education benefits to make a 
successful transition to civilian life, and those who can acquire a home through the 
VA home loan guaranty program. 

The Compensation and Pensions account reflects an appropriation request of 
$17.6 billion as requested under current law. Reflected in this amount is $170.9 
million in oist for the projected impact of the December 12, 1994, United States 
Supreme Court decision (Gardner v. Brownl which invalidated VA's interpretation 
of the law authorizing compensation for veterans disabled by VA medical treatment. 
This budget also reflects an increased cost of $133.3 million in 1993 due to this 
decision. FY 1993 costs can be funded within available unobligated balances. In 
1996, 2.2 million veterans and 303,0(X) survivors will receive benefits under the 
Compensation program. The Pension program will provide benefits to nearly 
409,000 veterans and 335,000 survivors. Our current claims adjudication backlog 
has been reduced from a high of 348,(XX) in FY 1993 to 449,000 cases in FY 1994 
for compensation and pension. 

Proposed in this budget is a 3.1 percent adjustment (COLA), based on the 
projected change in the Consumer Price Index, to be paid to compensation 
beneficiaries including Dependency and Indemnity Compensation (DIQ spouses 
and children. Proposed legislation extending through FY 20(X) (OBRA ’93) will 
allow: (1) spouses under the old DIC program, pay grade E-7 and above, to receive 
one-half of the increase in the base rate provided to spouses under the reformed 
DIC program each year through FY 2000, (2) compensation increases to be rounded 
down to the nearest dollar, (3) the monthly pension benefit for beneficiaries in 
Medicaid funded nursing homes, and (4) VA to match income records with the IRS 
and SSA for pension beneficiaries. Combined savings through FY 2000 for these 
four provisions are estimated to equal $1,674.2 million. 

An appropriation of slightly over $1.3 billion is requested for the 
Readjustment Benefits program to provide education opportunities to veterans and 
eligible dependents and for various other special assistance programs for disabled 
veterans. Education benefits will be provided for over 559,000 trainees in 1996. 

Legislation will be proposed to extend through FY 2(X)0 the OBRA '93 
provisions reducing by half the FY 1993 COLA in Montgomery GI Bill benefit 
payments. Estimated savings associated with this proposal for five years are over 
$202 million. 
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In 1996, VA's Home Loan Guaranty program anticipates approving nearly 
325,600 loans totaling $31.3 billion at a loan subsidy value of about $489 million. 
In FY 1996, losses on defaulted guaranteed loans, acquisition of homes and other 
costs associated with direct loans obligated and loan guarantees committed prior to 
1992 are estimated to be slightly over $1.2 billion. Sufficient funds are available to 
fully fund these estimated obligations. 

The following legislative initiatives are being proposed to improve VA's 
housing program operations and help reduce program expenses. The Administration 
has proposed legislation which will extend through 2000 three provisions of OBRA 
*93 due to expire in 1998: (1) the loan origination fee increase of .75 percenr, (2) the 
3 percent fee for multiple home loans with less than 5 percent down; and (3) current 
law on resale losses on loans. The interactive effects of these proposals result in an 
estimated savings of $371.9 million for FYs 1999 and 2000. Also included in 
proposed legislation are provisions that would: (1) require a two percent fee and a 
ten percent down payment on manufactured home loans, and (2) repeal the 
restriction of collection of Loan Guaranty Debts. The combined five-year total of 
estimated savings for these two provisions is $89.7 million. 

GENERAL OPERATING EXPENSES 

A total of $915.6 million is requested for the General Operating Expenses 
(GOE) appropriation in 1996. This binding level, combined with $131.7 million of 
administrative costs associated with VA's credit programs (funded in the loan 
program accounts per Credit Reform provisions), and $12.2 million in 
reimbursements from the Compensation and Pensions (C&P) account for costs 
associated with the implementation of the Omnibus Budget Reconciliaticm Act of 
1990 (OBRA '90), together with other reimbursable authority, will provide $1.15 
billion to support operations funded in the GOE account. 


Veterans Benefits Administration 

The 1996 budget request for the Veterans Benefits Administration (VBA) is 
$694.1 million with an average employment level of 13,032. This request, 
combined with $126 million associated with Credit Reform funding, will result in 
an increase of $22.2 million in discretionary funding over the 1995 level. Average 
employment is 188 below the 1995 level primarily as a result of VBA's streamlining 
plan. This reflects a reduction in workload of 88 reimbursable PTE (primarily 
cooperative suppon units), combined with a minus 100 GOE funded PTE, primarily 
from support staff. 
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The timely processing of claims remains (»e of VBA's foremost concerns. 
While VBA's total 1996 employment is less than the 199S level, FTE in the 
Compensation and Pensions (CftP) program will remain constant in 1996. This 
employment level, along with continued efforts tomodemize the workforce and 
reengineer the way benefits are delivered, will enable VBA to reduce the backlog of 
claims and improve timeliness. In fact, VBA has already begun to experience 
improvements in these areas. The average length of time required to complete an 
original compensation case dropped from 212 days in May 1994 to 168 days in 
January 1995. Under this budget request, VBA expects to meet its performance 
goals by reducing the timeliness for original compensation cases to 140 days in 
1996 and 106 days in 1998. 

In 1996, VA's Vocational Rehabilitation program for service disabled 
veterans will rehabilitate 5,400 veterans, generating approximately $116 million in 
earned ittcome. It is estimated that the average rehabilitated veteran achieves a 415 
percent increase in salary. VBA will continue to provide service through 
partnership with external providers. These providers irKlude rehabilitation 
facilities, education and training institutioos, rehabilitation persotmel with the state 
departments of vocational rehabilitation, and independent contractors to provide 
specific rehabilitation and counseling services. Through these partnerships, a 
number of research and demonstration projects will be initiated in 1996. 

In addition, VBA will continue to implement its modernization program with 
the award of Stage 3 in 1996. Stage 3 will provide for centralized qsplications at 
the National Service Centere and on-line file contingency and direct processing 
support for Insurance and other VBA applications. VBA's modernization program 
is a part of a long term benefits delivery redesign called VETSNET. VETSNET 
will be developed based on a veteran-centered approach and will use today's 
business practices to remain flexible in serving the many needs of veterans. The 
first phase of VETSNET, which is the redesign of the C&P delivery system, is 
expected to be completed in 1996. 

National Cemetery System 

For FY 1996, the National Cemetery System will operate with a budget of 
$75.3 million and 1340 FTE. This represents an increase of $2.7 million over the 
FY 1995 level and supports a stable level of FTE. The additional dollars will 
support increased pay requirements and inflation. Projections indicate that 
interments will rise by 2.7 percent; the number of graves to be maintained by 2.6 
percent; and acres of gtouiids to be maintained by 5.4 percent In addition, 292 
acres will be developed within the system in FY 1996. 
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General Administration 

The General Administration 1996 request is $221.5 million and 2,903 FTE. 
This total reflects an increase of $7.4 million above last year's level and a reduction 
of 19 FTE. This activity sustains the pay and personnel system and the reporting 
systems necessary to account for much of VA's resources. Funds in this account 
also help provide legal services to the offices that service America's veterans and 
provide appeal opportunities for veterans seeking benefits. It also provides 
resources to administer the Contracts Disputes Act. 

General Counsel 

In FY 1996, VA's General Counsel will begin to streamline its field 
operations by consolidating 52 district counsel oflices into approximately 25 
regional counsel offices. This effort will result in a smaller, more efficient 
workforce while continuing to provide competent and timely legal service to all V A 
field components. In addition, the General Counsel will proceed with its Automated 
Data Processing modernization effort which began in FY 1995. This initiative is 
closely coordinated with the field restructuring to avoid duplicative efforts. 

Board of Veterans' Appeals 

The Board of Veterans Appeals (BVA) continues to address the unacceptable 
amount of time it takes to process an appeal. In FY 1996, BVA is requesting an 
additional 28 FTE for a total of 477 Ki t. This increase in staff will result in a 
reduction of 58 days in the average response time to 687 days. 

PAY VA 

PAY-VA is an initiative to replace VA's 30 year old payroll and personnel 
reporting system. It will improve the accuracy and integrity of data, reduce error 
rates and reduce time and staff needed to make future payroll and personnel 
changes. This budget request includes S5.9 million for this initiative. 

CLOSING 

Mr. Chairman, the challenges before us are great but they do not exceed our 
dedication and commitment to ensuring the best possible cate and service to our 
Nation's veterans. We owe our veterans the best we can provide. I look forward to 
working with you and the members of this subcommittee to meet these challenges. 
This completes my prepared statement. I will be pleased to answer any questions 
the committee might have. 
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STATEMENT OF 

JAMES N MAGILL, DIRECTOR 
NATIONAL LEGISLATIVE SERVICE 
VETERANS OF FOREIGN WARS OF THE UNITED STATES 

BEFORE THE 

COMMITTEE ON VETERANS' AFFAIRS 
UNITED STATES HOUSE OF REPRESENTATIVES 

WITH RF^PECT TO 

FY •% DEPARTMENT OF VETERANS AFFAIRS BUDGET 
WASHINGTON. D C. FEBRUARY 24. 1995 

MR, CHAIRMAN AND MEMBERS OF THE COMMITTEE: 

The VFW appreciates the opportunity to participate in this morning's hearing on the 
Department of Veterans Affairs Fiscal Year 1996 budget. The VFW is again proud to be a co- 
author of the veterans Indtpendenl Budget (IB) and. as in the past, our contribution lies in the 
constniction aspect of this document. Therefore, this statement by the VFW will concentrate on 
the VA's construction program. 

In view of the fact that the VFW is committed to reforming the VA's eligibility criteria for 
those receiving health care at VA medical facilities, we are particularly concerned that VA has 
the physical capability of providing care to an expanded veteran population. 

The VA construction program was re-organized in FY 1993 as a result of internal and 
external critiques. Most of the program was assigned to the Veterans Health Administration 
(VILA) creating an Associate Chief Medical Director for Construction Management (AsCMD for 
CM) and assigning some futKtions to the Associate Chief Medical Directors for Operations and 
Resource Maruigement. This organizational change has resulted in functional CM teams ready to 
respond to local and facility director needs. A specific team is assigned for VBA and National 
Cemetery Service requirements. Streamlining will allow VA to reduce authorized full-time 
equivalent employees from 314 to 249; VA has already accomplished half of the reduction. 
However, no staff reductions were taken in the functions assigned to Operations and Resource 
Management. 

CM currently supervises $3.6 billion worth of construction projects. It has embarked on a 
philosophy of customer service. Central to the adaptation of this philosophy is the development 
of a total quality project concept which emphasizes "partnering", a system DoD attd the Corps of 
Engineers use to work more effectively between field and CM staff CM is also delegating more 
of its construction efforts to field managers artd staff. The IBVSOs support these changes. 

Efforts are underway to develop a seamless time line from design to construction. The 
IBVSOs applaud such efforts. To the extent VA can reduce the design to move-in lime line to 
five years or less, funds will be saved and veterans better served. The current plan of beginning 
design with 35-peiccnt of funding, stopping, and waiting for additional funding tends to reduce 
quality and increase costs. Medical administration executives consider that a facility which 
requires mote than five years from design to move-in is obsolete on activation. 
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Medical facility personnel have been trained in construction project supervision. The 
program, however, was only about three hours in length. The Independent Budget co>authors 
believe at least a one week program should be offered to appropriate staff in each designated 
veterans service area. 

CM has delegated authority to medical facility directors to lease up to 10,000 square feet of 
space, costing up to S300,000 •• the maximum delegated by law - to meet outpatient clinic 
needs. The IBVSOs applaud such efforts. Expedited lease acquisition provides facility directors 
greater flexibility and control in meeting their patients' needs for accessible ambulatory care by 
accelerating the leasing process. Leasing space at the lime of initial site inspection, rather than 
delaying the process through a formal Solicitation for Offers, grants VA facility directors more 
flexibility in responding expediently to local market conditions. This is particularly important in 
states currently implementing health care reforms that may offer veterans cost competitive 
alternatives to receive care form more accessible community providers. However, Central Office 
is now having reservations about granting facilities this degree of autonomy and plans to revisit 
the issue. 

The National Institute of Building Sciences (NIBS) performed a review of the CM program 
at the request of the Department. Several issues in M Cost and Standards Study. 

Phase //. June 1 7, 1993, bear emphasis. The IBVSOs believe additional studies should be 
carried out by VA staff or under the leadership of NIBS: 

^Construction Management's re-organization is imperfect. Elements that were delegated 
to Resources Management in the reorganization should be returned to CM. CM and 
Resources Management oflen reach contradictory decisions on projects, equipment, or 
budget issues. Resources Management sets policies which directly impact construction 
costs, but only CM is held accountable for cost. Returning some Resources Management 
functions to CM would allow for better coordination of the two ofTices' functions and 
allow further staff reductions by eliminating overlap. 

•VA designs to the highest level of architecture and engineering. For example, VA 
designs require that all rooms be handicap accessible. This standard far exceeds 
guidelines for the Americans with Disabilities Act (ADA) for general purpose hospitals 
and long-term care facilities. Only rehabilitation facilities require such a stringent code. 
VA could realize cost savings by applying the appropriate ADA guidelines to its facilities 
or by setting a higher standard only when necessitated by the facility's user population. 

VA also applies natural hazard mitigation standards differently than the private health 
sector. The latter designs and builds for protection of life. VA designs for continued 
operational capability — a much more costly venture. VA has developed its own seismic 
standards; whenever a state has higher standards, VA uses those. Planning and 
application of natural hazard mitigation codes should be better coordinated on a priority 
basis with the VA National Health Care Plan (VANHCP). 

•VA's Hospital Building System (VAHBS) has been criticized as cost-additive for years. 
NIBS could not reach a definitive answer in its evaluation, but cast some doubt on the 
process. VAHBS has been most severely reproached for its extensive use of interstitial 
space which adds to initial cost. Under the leadership of NIBS, an external group should 
validate the cost effectiveness of VAHBS. The IBVSOs also believe the VAHBS study 
should arrive at a life-cycle for such facilities as hospitals, nursing homes, clinics, 
administrative offices (VBA). Establishing life-cycles for major delivery components 
allows VA to avoid the appearance of building for 100 years. 

A study should also further identify those services appropriately "in an envelope" using 
interstitial space and those services not requiring it. Designs must be flexible to respond 
to future needs and technological advances. However, services using interstitial space 
should have reasonable expectations for long-term expansion and be able to clearly 
validate their need to justify the additional costs. 
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FY '96 Budg et 

Independent Budget Funding RecommendaHons for FY 1996 
Major Construction 

The Independent Budget recommends a S490 miUion Major Construction appropriation 
for FY 1996. The majority of the /B-recommended appropriation is for leases for outpatient 
clinics and nursing homes. In these uncertain times« the Independent Budget co-authors believe 
that leasing is preferable to new construction. Leasing offers an affordable, expedient and 
impermanent solution to the immediate need for VA capacity in the outpatient and nursing home 
venues. The IB funding recommendation accommodates the annual cost of leasing three nursing 
homes. It also accommodates annual leasing costs for approximately 100 outpatient clinics. 
Funding for leased clinics complements other IB recommendations for grants to enhance 
ambulatory care. VA must also increase its in-house capacity and offer VA care in remote 
community settings such as vet centers. 

Replacement and modernization costs also comprise a significant portion of the Major 
Construction budget. The Independent Budget co-authors believe that VA should be considering 
acquisition and conversion projects as an alternative to new construction funded through this 
account. Facilities available for acquisition offer VA an opportunity to realize substantial 
savings and activate beds more quickly than a "ground-up" construction project would. 

The Independent Budget co-authors recommend that some new construction complement 
leasing and bed conversions as a means of increasing available VA-operated beds for nursing 
home care. The IB Major Construction budget includes funding for four new nursing homes. It 
also recommends funding for two new VA domiciliaries. [>omiciliaries offer shelter and often 
some social services for aging, mentally ill. and homeless veterans and those with substance 
abuse disorders. 

Minor Construction 

The FY 1996 Independent Budget recommends a $269.8 million appropriation for Minor 
Construction, which funds smaller facility construction projects. The increment requested 
reflects the IBVSOs' ^wing concern about VA facilities' urgent need to update and repair 
facilities. Most VA facilities were constructed during the 1950s and updating and repair needs 
are increasing rapidly. Earlier appropriations have fallen far short of addressing these needs. 
Needs for repairs, beautification, installment of amenities (like phone lines), and mission 
conversions should be system-wide priorities, especially if VA medical centers enter competition 
with private-sector providers. 

VA should use $1.8 million of the Minor Construction fund to convert unused and 
unneeded hospital beds to nursing home care. The IBVSOs recommend that VA convert the 
remaining thirty beds from its FY 1994 plan, accomplish those it plans for FY 1995. and convert 
twenty-five 120-bed wards in FY 1996. 

Parking Garage Revolving Fund 

The FY 1996 Independent Budget recommends a $1.5 million allocation to this fund, 
v^^^ch finances VA facility parking garage construction and operation. Reasonable parking 
access is essential to patient care. If the VA is to be competitive, veterans will need access to 
available parking within reasonable distances to the medical facilities. Eventually, parking 
garage revenues should pay for new projects. 

VA should also promote private-sector construction of parking garages through the 
Enhanced-Use Leasing Program. Enhanced use agreements would allow VA to provide 
accessible parking to its patients and their families without having to recognize the associated 
construction investment building such facilities entails. The IBVSOs encourage VA to 
investigate further utilization of this program to build parking garages where they are needed. 
Grants for the Construction of State Extended Care Facilities 
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The state home program greatly enhances VA's extended care workload capacity. 

Ilus appropriation provides grants to help states acquire or construct state domiciliary and 
nursing homes for veterans. It also provides grants to assist in the expansion, remodeling, or 
alteration of existing facilities, including state home hospital facilities. 

The Grants to State Extended Care Facilities are mutually beneflcial to the slates and VA. 
Slates benefit by receiving federal money to add nursing home capacity for stale residents with 
dual eligibility for VA and state programs such as Medicaid. Under these grants, states are 
responsible for at least 35 percent of nursing home construction costs. States pay at least SO 
percent of treatment costs, which are reimbursed on a per diem basis; and VA pays a portion of 
the per diem cost. 

Congress should encourage and fund Grants for the Construction of Stale Extended Care 
Facilities wherever stales will participate. For FY 1996, the Independent Budget recommends a 
SI 80 million appropriation for these grants. 

Grants for the Construction of State Veterans' Cemeteries 

The state program makes grants to states to help them establish or improve state-owned 
veterans cemeteries. VA anticipates that it will need $6 million to fund program requirements in 
FY 1996. 

Grants to the Republic of the Philippines 

Grants to the Republic of the Philippines help to replace and upgrade medical equipment 
and rehabilitate physical plants and facilities. The Veterans’ Memorial Medical Center at Manila 
provides care to U.S. veterans. The facility is now mote than 40 years old, so replacement and 
rehabilitation are major needs. The IBVSOs recommend a grant of 8300,000 for FY 1996. 

Investment Fund 

If the Veterans Health Administration is to operate in the emerging health care 
environment, retaining its patient base as well as attracting new patients to the system who will 
pay for their care through third-party reimbursements, then VA must provide services in 
accessible, attractive and modem care venues. The American Health Security Act proposed an 
investment fund for VA that would have significantly augmented Minor Construction funding for 
modernization and infiastructure improvement projects. VA has many old and unattractive 
facilities, it also lacks amenities commonly found in the private sector, like telephones in each 
patient room and private or semi-private bathrooms. VA spending priorities for this fimd were 
to specifically focus on redressing these problems. 

Not enacting this legislation denied VA the investment fund it desperately needs to 
correct its infrastructure deficiencies. Correcting these critical deficiencies would have enabled 
VA to become more competitive with other health care providers in local markets. 

Consequently, the IBVSOs still support the creation of a S3.3 billion dollar investment fund for 
infrascucture improvement, believing that such a fund is essential for enabling VA to participate 
in the new health care environment under state and market-driven health care reform. A one- 
time appropriation of $3.3 billion is requested for this fund in FY 1996. 

Mr. Chaiiman. this concludes the testimony of the VFW. I will be pleased to answer 
any questions you may have at this time. Thank you. 
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Votoraas of Foralga Wars, Jaaos W. Kagill, Olraotor Matlonal 
Laglalatlva Sarvleai 

- VFH concentrates on the construction programs, which Is their 
responsibility for the Independent Budget. 

- applauds deslgn-bulld concept for construction funding. 

- says deslgn-bulld shortens construction timeframe. 

- requests a one week program be developed for vso personnel In 
construction project supervision. 

- recommends cost-savings by having VA follow construction standards 
for general purpose hospitals and long-term facilities as set by 
Americans With Disabilities Act rather than a higher standards as Is 
currently the practice. 

- recommends a study be undertaken to review VA's Hospital Building 
System (VAHBS) . 

- study would identify cost-savings in VAHBS. 
major ceastruotlon Budget 

- recommends leasing as preferable to new construction to meet 
Immediate need for VA capacity In outpatient and nursing homes. 

- Independent Budget provides leasing costs for approximately 100 
outpatient clinics. 

- recommends VA change its Construction budget to highlight 
acquisition and conversion projects rather than replacement and 
modernization. 

- acquisition projects offer quicker response to needs than does 
a "ground-up" construction project. 

minor Construction Budget 

- cites growing need to update and repair facilities. 

- recommends VA use $1.8 million to convert unused and unneeded 
hospital beds to nursing home care. 

Parking Garage Revolving Fund 

- recommends VA promote private-sector construction of parking garages 
through an Enhanced-Use Leasing Program. 

Grants for the Conatruotion of stats Extended care Facilities 

- recommends $180 million appropriation versus $43.7 million In VA 
budget for FY 1996, reduction of $3.4 million from fy 95 level. 

Investment Fund (as contained in X99S-Cllaton Health security Act) 

- requests a one time $3.3 billion appropriation to enable "VA to 
participate In the new health care environment under state and market- 
driven health care reform." 
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FEBRUARY 24, 1995 

Chairman Stump, Ranking Minority Member Montgomery and Members of the Committee, 
Paralyzed Veterans of America (PVA) is honored to be here today to present our views on the fiscal 
needs of the Department of Veterans Affairs CVA) programs. For innumerable years PVA 
presented its views on the resource requirements of VA medical programs. We are proud to be 
among the Independent Budget coauthors, a group that has worked together for the last eight years 
assessing the needs of all VA programs, with increasing agreement on the most pressing issues 
facing the veterans' community today. We arc aware that this Committee has worked with us as 
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agents ofVA reform and as veterans' advocates. We have seen some fruits of our labors together, 
in increased funding for special programs and introduction and enactment of legislation that we have 
advocated. We thank you for being a steadfast source of support to the veterans' service 
organizations as we attempt to bring longstanding components of our mutual agenda to fruition. 

Notwithstanding our past accomplishments, we of the Independent Budget feel that this is a year in 
which we must change our approach to securing adequate funding for the Department of Veterans 
Aflairs Medical System. This is the year when the Department of Veterans Affairs must break its 
complete dependence on discretionary appropriations. The Independent Budget has proposed a plan 
to set VA on this course. 

Mr. Chairman, in past years, the Independent Budget coauthors have viewed the President's budget 
request as a starting point in our negotiations with Congress for funding. This year we are told that 
we should view the President's budget as a "high watermark.” We are appreciative of Secretary 
Brown's and the Administration's efforts on behalf of veterans in this budget. Veterans' programs 
fared well in comparison to many other discretionary programs. PVA sincerely hopes that the 
members of this Committee will do their best to protect the President's VA budget request from 
poorly conceived and unwarranted cuts. We acknowledge the fiscal constraints facing this 
Administration and this Congress, and understand that finding the means of funding veterans' 
programs is difficult. Still, even the President's request does not reflect critical changes that must 
occur within VA — changes we are here to address today. 
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Lei us be clear about where we stand. We are behind this Congress' eflbns to reduce programs that 
have outlived their usefulness and are perpetuated solely because of the bureaucracies that now 
engulf them. We know that most of the members of this Committee join us in believing that the 
Department of Veterans Affairs medical programs were created, and exist today, to fulfill unique and 
important roles in our society. These programs are literally a matter of life and death. We are also 
behind this Congress' efforts to make “big government" programs more efficient, with more 
opportunities for local management to make meaningful decisions. We understand that the VA is 
on the verge of undergoing significant reform to gain such local authority and bring management 
closer to the patient. We plan to work with Congress and the Administration in educating our 
constituents as to the impottaiKe of such changes, but at the same time, the Congress and the 
Administration must work with us to ensure that the VA can fulfill its obligations to America's 
veterans even while its resources and management are vastly restructured. 

We begin this year's Independent Budget medical programs section with a quotation from Oliver 
Wendell Holmes..."! find the great thing in this world is not so much where we stand, as in what 
direction we are moving; To reach the port of heaven, we must sail sometimes with the wind and 
sometimes against it — but we must sail, and not drift, nor lie ar anchor." External changes continue 
to beset our medical care system. For too long now, Mr. Chairman, many in the veterans' 
community have been content to do things in the same way, resulting in predictable outcomes fiom 
year to year. This Congress offers us a charKX to begin anew. In such an environment, rife with as 
much opportunity as challenge, the Independent Budget proposes a new approach to attaining the 
funds the VA needs to fulfill its unique missions for America and for veterans. For years you have 
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heard the veieians' service organizaiions plead for more funding. This is an approach that, although 
warranted, is no longer constructive. Mr. Chairman, we are here today to say that we can accept the 
President’s Budget Request (/together, we can find the way to achieve the rest of our legislative 
agenda. We can do this wiihoui increasing the limited discretionary funds Congress allocates for 
veterans' medical programs. We can do this os we increase access to veteran patients and selectively 
allow their dependents to enter the system. But to achieve these goals we need the cooperation and 
commitment of this Committee. We appreciate this Committee's continued counsel to seek the 
cooperation of other Committees with jurisdiction over VA's funding, and we plan to do so. The 
changes we propose are not easy. The Independent Budget coauthors readily admit that we do not 
have all of the aitswers. But Mr. Chairman, we feel that your Committee, and the Senate Committee 
on Veterans' Affairs, are the essential link between making our vision for the VA's future a reality. 
It is only through you that all of us can succeed in niming the VA medical programs toward a bright 
future. 

This year, the Independent Budget coauthors significantly revised the approach used in developing 
the VA medical care budget. To allow for greater comparison with the President and Congress' 
fiaiding recommendations, we began this year with your baseline, the appropriation the last Congress 
made to the VA medical care account. In years past, we tecottunended only an appropriation for 
medical care. This year, we recommend not only an appropriation, but also a recommended budget 
authority. Recommending a budget authority allows us to marry our fiscal agenda with our 
legislative agenda: the two have been isolated from one another until this year. 
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For Fiscal year 1996, we propose a four-point plan which requires new legislation for VA to refonn 
access criteria, treat new patient populations, capture new funding streams, and emphasize the 
provision of specialized services in which the VA has unmatched expertise. This plan expands 
access to services for veterans and their families and does not require increased federal government 
spending. 

The Independent Budget recommends that Congress authorize a $19.S billion budget for VA medical 
cate, but only S 1 6.6 billion of this funding must come from Congressional discretionaiy funds. IVith 
the new authorities the Independent Budget proposes. Congress can appropriate J400 million less 
than the President has requested from Congress for fiscal year 1996. Without all of the proposed 
new authorities. Congress must appropriate SI8.8 billion for VA medical care, fiitly SI. 8 billion 
more than the President's request for fiscal year 1996, in order to achieve the same Independent 
Budget targets and initiatives. In other words Mr. Chairman, the status quo is more expensive than 
embracing change. 

The savings that can be realized can only be realized as part of the overall package. Part of this 
reform package is allowing the VA to retain third patty payments, including Medicare 
reimbursement. Currently, the VA has to turn over third patty reimbursements collected from 
insurers to the U.S. Treasury. VA estimates that it has the potential to collect at least S800 million 
next year. We must see legislation approved by this and other Conunittecs allowing the VA to keep 
its third party reimbursements. We are going to have to see legislation approved by other 
Committees in the House and Senate allowing the VA to collect, and to retain. Medicare 
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reimbunemenl from currenl high income. non-categor>' A veterans. Medicare reimbursements that 
could accrue to the system from current higher income non-category A veterans are estimated to 
amount to S133 million. Private sector hospital systems can do this, why not allow VA? 

Let me go over this again, Mr. Chairman. I want to make certain that you. the members of this 
Committee, and the people in this hearing room are absolutely clear on this point. We are oqI 
advocating a cut in VA spending. Our proposal would reduce the pressure on the VA Congressional 
appropriation and the deficit while improving the overall VA financial base by allowing VA to seek 
out and retain third party reimbursements. You cannot just make the cut on the discretionary side, 
ignore third party reimbursements, and claim the Independent Budget told you to do so. 

The Independent Budget does not say, "Cut the VA appropriation by $2. 1 billion from our target 
recommendation of $18.8 billion and the system will be able to achieve eligibility reform and 
provide the full continuum of care to all eligible veterans." The Independent Budget does say that 
you can achieve reductions in domestic discretionary appropriations by making the VA more 
efTicienl. hul only by allowing the system the ability to recoup and offset discretionary dollars lost 
in the annual appropriation by retaining third party reimbursements. 

The following chart shows how we arrive at these figures. 
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FY 1996 Funding Needed for VA Medical Care 


If We Do Nothing: 


F Y 1 996 Current Services 
(Built on FY I99S Appropriation) 

$17.6 billion 

Plus Additional Iniiialives/lmptoveinents 
(equipment/maintenaiKc backlog, programs 
etc.) 

$18.8 billion 

Administration's FY 1996 Request 

SI 7.0 billion 

FY 19% Budget Shortfall 

$ 1.8 billion 

If We Enact Eligibility Reform; 

— 

Total Savings From Discretionary 
Appropriations From Efficiencies Shifting 
Care From Inpatient To Mote Cost Effective 
Venues 

$ 2.9 billion 

Minus Additional Costs From Additional 
OutpatienVNursing Home Cate Workload 

$ .7 billion 

Net Savings From Discretionary 
Appropriations 

$2.2 billion 


Discretionary Appropriations Needed If We 
Do Nothing 

$18.8 billion 

Net Savings From Efficiencies 

$ 2.2 billion 

Discretionary Appropriations Needed 
After Savings From Eligibility Reform 
Efficiencies 

$16.6 billion 
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FuDdiog Needed From Third Party ReimbursemcoCs 
Aod Alternative Third Party Sources 
To Offset Reductions in Discretionary Appropriations 


Projected Retention of Third Party 
Reimbursements 

(BUDGET NEUTRAL with offset) 

S .8 billion 

Medicare Reimbursement from Current 
Users Higher Income, Non Category A 
Veterans 

(BUDGET NEUTRAL) 

S .1 billion 

Total Third Party Reimbursement: 
Current Users 
(BUDGET NEUTRAL) 

S .9 billion 

Tliird Patty Reimbursement from New Users 

S2.0 billion 

Dependents, New Paying Veterans 
(BUDGET NEUTRAL) 


Total Third Party Rcimburscmcnls 
Retained 

(BUDGET NEUTRAL) 

S2.9 billion 


Discretionary Appropriations 

SI 6.6 billion 

Plus Reimbursements From Non 
Discretionary Accounts And Third Parties 
(BUDGET NEUTRAL) 

S 2.9 billion 

Total Budget Authority From Appropriated 
And Non-Appropriated Funds 

SI9.S billion 
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FY 1995 
AppropriMton 

FY 1996 

Presidents 

Budget 

Request Co 
Congress 

FY 1996 

Independetu 

Budget 

Recommended 
Current Services 
Level 

FY 1996 

Independent Budget 
Recommended 
Approprietion 
(toder Carreal 
Lcftototieo) 

FY 1996 

Independent 

Budget 

Recommended 
Budget AUhorrty 

(Uader New 
LegieUtioB) 

Required 
Appropriation 
Under New 
Legislation 

$16.2 billion 

$17 billion 

$17.6 billion 

$18.8 billion 

$ 1 9.S billion 

SI 6.6 billion 


Congress can only recognize these savings by following the comprehensive strategy outlined in the 
Independent Budget This strategy includes: 

• ELIGIBILITY REFORM: Congress must authorize the VA to give its veteran patients care 
in the most appropriate setting. Many VA patients are only eligible for inpatient hospital 
care. Hospital care is more expensive than outpatient or nursing home care, care which 
would be more appropriate in many circumstances. Numerous studies have found that 
many VA patients admitted on an inpatient basis would be better served by receiving 
outpatient care. Eligibility reform would allow VA clinicians to move patients into more 
appropriate care settings. The Independent Budget estimates that given this legislative 
authority, the VA could save S2 billion, money desperately needed to improve health care 
services for veterans. 

In the emerging health care environment, accessible ambulatory care is an important 
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feature of the veterans' health care system. Accessible entn points to the system - locations 
that are close to veterans' homes - are essential for veterans to receive adequate primary 
and preventive care. The VA can improve its management of patients' care by better 
controlling their access. This can be accomplished by creating efficient intake (or triage) 
systems, providing preventive care at appropriate intervals, and monitoring patient health, 
particularly high-risk patients through primary care clinics. Congress must enable VA to 
provide all of its patients outpatient care, thereby allowing VA clinicians to provide 
effective care management. 

Veterans need alternatives for long-term cate and the VA must develop them rapidly to 
meet growing demand. Nursing home care and many other types of long-term care 
available in the community, such as adult day health care, community residential care, and 
hospital based home care, is less expensive than hospital inpatient care. 

• PERMISSION TO TREAT NEW PATIENTS; Congress should allow the VA to treat 
dependents and higher income veterans where the local hospital director believes it serves 
the veterans' best interest. This is nor a new entitlement. The new patients would be 
required to pay for their care. The VA would collect and retain these reimbursements. 
Veterans and their dependents would benefit by having increased access to the health care 
system. This proposal is budget-neutral. The fndependenrRwfger estimates that V A could 
provide S2 billion of additional services to these new populations with no additional 
discretionary funds. 

to 
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NEW SOURCES OF FUNDING: In addition to the funding brought in from new patients. 
Congress should enable the VA to retain funding from the patients it already treats wilhoui 
further burdening veterans. VA already collects from veterans' insurers for their non- 
service-related care, but it must give the money to the U.S. Treasury. The VA should be 
allowed to retain these funds to improve its facilities and create more access for veterans. 
Congress should also allow the VA to collect Medicare reimbursement for higher-income 
veterans and their dependents who arc eligible for Medicare. 


• CONCENTRATION ON VA'S SPECIAL MISSIONS: While the Independent Budget 
proposes strategies to make the VA health care system mote efficient and cost effective, 
VA should never gain efficiencies at the expense of its special missions. VA's new Under 
Secretary for Health. Kenneth Kizer, MD, recently asked the members of the Independent 
Budget coalition to list programs that needed special attention under a new matugement 
structure. The Independent Budget coauthors decided that spinal cord dysfunction 
medicine, blind rehabilitation services, prosthetics and orthotics services, amputee clinic 
teams and Preservation Amputee Care artd Treatment (PACT) Program, and Post Traumatic 
Stress Disorder Treatment comprised the core of VA health care, because they treat 
veterarts for conditions they experience disproportionately, and for which VA has 
established unique expertise. 

Mr. Chaiiman, none of these recommendations ate new to you or to this Committee. Eligibility reform 
has been the battle cry of the veterans’ service orgairizations for almost a decade — we have seen you 
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propose sound legislation responding to this need. In your new position of leadership, please help us Hnd 
the way to help you get this done. We need this Committee’s guidance and support in approaching other 
Congressional entities. To accomplish our goals, we know that we must acquire new ftmding streams 
outside of discretionary funds. In our plan, we ask Congress to allow VA to capture funding ftom veterans' 
insurers and, for some veterans, who VA was not explicitly charged with serving, from Medicare. These 
new sources of funding are critical to VA's reform efforts. Without them we will be another voice in the 
wilderness clamoring for more of our share of dwindling discretionary funds. 

In this fiscal environment, the Independent Budget coauthors believe it is imperative to find alternate 
funding mechanisms for the Department of Veterans Affairs programs. We believe that the Independent 
Budget offers Congress a realistic strategy that does not increase the deficit, nor burden the taxpayer. Mote 
importantly, it allows Congress to keep its promises to veterans and other Americans in a time of fiscal 
austerity. 

Thank you for this opportunity to testify. We look forward to continuing to work with you attd this 
Committee in the future. 
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VA APPROPRIATIONS BY ACCOUNT 
(IN THOUSANDS) 



FYIW5 

AppropriatroD 

FY1996 

Preaideat's 

Badget 

Rci|BCSt 

FV1996 
Imdepemdenf 
Budget 
Carresf 
ServicM Lcvd 

FV19W 

IndependeHt 

Budget 

Recoaamcaded 

Approprtetioa 

FYI9W 

Independent 

Budget 

RecomBcaded 

Budget 

Authority 

Geoenl 

Opottiog 

Expenses 

S 994.612 

S 1.024.451 

S 1.323.404 

S 1.381.839 

S 1,381.839 

Benefits 

Programs 

S19.572.224 

SI9.6S6.086 

S19.697.542 

S19.697.542 

S19,697.$42 

Medical 

Programs 

SI6.S46.602 

SI7.30I.135 

S17.97I.324 

S19.154a23 

S19.967.007 

Construct] 

on 

Programs 

S 576.803 

S 787.640 

S 947.806 

S 947.806 

S 947.806 

TOTAL 

S37.690.241 

S3S.769312 

S395402I76 

S41.Itl.410 

841.994,194 
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STATEMENT OF 
RICHARD F. SCHULTZ 
NATIONAL LEGISLATIVE DIRECTOR 
OF THE 

DISABLED AMERICAN VETERANS 
BEFORE THE 

HOUSE VETERANS' AFFAIRS COMMITTEE 
FEBRUARY 24, 1995 


MR. CHAIRMAN AND MEMBERS OF THE COMMITTEE: 

On behalf of the more than 1.4 million membera of the 
Disabled American Veterans (DAV) and its Women's Auxiliary, 1 am 
pleased to present DAV's views on President Clinton's budget. 1 
am also pleased to provide you with the collective views of the 
American Veterans of World War II, Korea and Vietnam (ANVETS), 
DAV, Paralyzed Veterans of America (PVA), and Veterans of 
Foreign Wars (VFW) on the budget for the Department of Veterans 
Affaire (VA) as set forth in these organizations' /ndepenctent 
Budget . 

Fiscal Year (FY) 1996 is the ninth consecutive year the 
Independent Budget Veterans Service Organizations (IBVSOs) have 
Joined together to formulate an alternative, realistic budget 
recommendation for VA. As in prior Independent Budgets, 

DAV has authored that part dealing with "Benefits Programs" and 
"General Operating Expenses" (GOE). 

The IBVSOs appreciate the recognition our budget haa 
received from you in the past. We hope that our analyses of 
VA's funding needs will be helpful to you. We believe our 
budget truly provides a more realistic assessment of the 
reaources necessary to continue an acceptable level of benefits 
and services to our nation's veterans. 

The Administration's FY 1996 budget for VA requests budget 
authority of approximately $39.5 billion to provide benefits and 
services for our 26 million veterans and approximately 44 
million family members. This request is an Increase of $1.3 
billion above the FY 1995 budget. Of the $1.3 billion increase, 
approximately 1 billion represents an increase in discretionary 
spending, with the remainder representing an increase in 
mandatory spending. 

The Administration's budget includes: 

* A $747 million increase for the Veterans' Health 
Administration <VHA), with a total request for $17 billion 
and 201,254 FTE, an increase of 267 employees. 

* A $22 million increase for the Veterans' Benefits 
Administration (VBA), with a total of $820 million and 
FTE of 13,032, a reduction of 1B8 employees. 

* A $2 million increase for the National Cemetery System 
(NCS) with a total request for $75 million and 
continuation of last year's authority for 1,340 FTE. 

* A $211 million increase for construction programs, with a 
total request of $788 million. 

* An increase of 28 FTE for the Board of Veterans' Appeals 
(BVA), for a total of 449. 

* A 3.1 percent cost-of-living adjustment (COLA) in 
compensation and Dependency and Indemnity Compensation 
(DIG). 
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Tha Administration's budget proposes several coat-saving 
measures; 

* Round down of cost-of-llvlng adjustments In compensation 
and Die benefits for FY 1996 through FY 2000. 

* Extension of the sunset provision In current law, from FY 
1998 through FY 2000, to allow VA to access Internal 
Revenue Service and Social Security Administration Records 
for Income verification in those VA benefit programs that 
are based on Income, 

* Extension, from FY 1998 through FY 2000, of tha sunset 
provision In current law which limits tha rate of pension 
to $90 a month for certain recipients of Medicaid-covered 
nursing home care. 

* Provision for reduction by one-half the authorized annual 
Increase In Montgomery C.I. Bill educational benefit 
payments from FY 1995 through FY 2000. 

* Extension of the sunset provision In current law, from FY 
1998 to FY 2000, that allows Inclusion In the "net value" 
calculation the amount of expected losses on resale of 
foreclosed properties with VA guaranteed loans. 

* Extension of the sunset provision In current law, from FY 
1998 through FY 2000, that allows collection of a 3 percent 
fee for reuse of VA loan guaranty without downpayment on 
the loan. 

" Extension of the sunset provision In current law, from FY 
1998 through FY 2000, that requires payment of a 0.75 
percent funding fee on loans refinanced to obtain a lower 
interest rats. 

* Increase In the funding fee, from 1 percent to 2 percent, 
and Increase In the required downpayment, from 5 percent 
to 10 percent, for VA loans on manufactured homes. 

* Repeal of the restriction In current law. In cases of 
non-judiclal foreclosure, that prohibits collection of loan 
guaranty debts from Federal salaries and Federal Income tax 
refunds . 

* Extension of the sunset provision In current law, from FY 
1998 through FY 2000, to authorize VA to collect a $2.00 
pharmacy copayment for certain prescriptions and a $5.00 
and $10.00 per diem charge for certain nursing home and 
hospital care. 

* Extension of the sunset provision in current law, from FY 
1998 through FY 2000 to authorize Income verification, for 
medical care purposes, through the Internal Revenue Service 
and the Social Security Administration. 

* Extension of the sunset provision in current law, from FY 
1998 through FY 2000, to authorize collections from 
Insurance companies for certain health care provided by VA. 

On the whole, the Administration's budget Is a good one. 

The DAV commends Secretary Brown for his efforts to bring about 
a budget that is fair for our veterans. America's veterans 
sincerely appreciate Secretary Brown' a tireless advocacy In 
their behalf. 

The DAV is appreciative of the Administration's proposal to 
provide a cost-of-llvlng adjustment In compensation and DIC. 

This COLA would offset against the Increase In the 
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cost-of-Ilvlng incurred by disabled veterans and DIC recipients 
whose buying power would otherwise be diminished. However, 
rounding aovn the COLA for the next five years will amount to an 
erosion of the value of compensation as compared to the rise in 
the cost-of-living. The quality of life for those affected by 
service-connected disability should not be sacrificed as a 
trade-off for some lees deserving budgetary goal. The OAV 
opposes the rounding down of COLAs. 

The Administration's budget would also institute or extend 
a number of cost-saving provisions which perhaps, overall, are 
less injurious in their impact on VA beneficiaries. Savings 
realized from these measures should be used toward correction of 
deficiencies in VA's operations and to support changes in law to 
remove certain currently existing Inequities. The integrity of 
VA's programs can only be maintained if the benefits of cost 
savings and streamlining are applied to other areas of VA's 
operations and programs to remedy deficiencies there. 

Redirecting resources within VA in this manner will improve the 
efficiency of VA's operations and effectiveness of its programs, 
where robbing it of resources can only serve to bring about the 
opposite result. 

The President has requested a budget of $17.3 billion to 
fund the Veterans' Health Administration, representing an 
increase of $755 million over the FY 1995 funding level. 

Broken down, the proposal requests $16.96 billion for 
medical care, $257 million for research activities, $72.3 
million for Medical Administration and Miscellaneous Operating 
Expenses, and $10.4 million for the Health Professional 
Scholarship. 

As I said, we are grateful for Secretary Brown's personal 
commitment and efforts to secure a meaningful budget proposal in 
these fiscally austere times. Having said that, however, it is 
estimated that this request falls some $600 million short of 
allowing VA to provide a PY 1995 current services level of 
treatment. 

The budget request does, however, Include certain 
Innovative management improvements which should have a positive 
impact and create significant dollar savings and efficiencies 
enabling positive program enhancements to occur. Taken 
together, these proposals will result in program savings of $335 
million and 3,429 employees which have been redirected elsewhere 
in the budget request. 


IMPgPKWlPfr BODCBT RBC OlW BM DATIOIfS 

This year's Independent Budget, under the benefits 
section, includes some of the priority legislative goals of the 
IBVSOs. It presents some of the arguments against proposals 
to means test, tax, and eliminate compensation for certain 
disabilities. In the section on General Operating Expenses 
(GOE), the authors have again urged that the Congress provide VA 
with the resources necessary to timely and efficiently deliver 
benefits and services. However, it is emphasized that resources 
alone cannot correct the deficiencies that currently exist in 
the claims adjudication system and appellate process. The 
IBVSOs have cited data which serve as evidence of underlying 
deficiencies and have described some specific practices which 
are counterproductive or inappropriate and which lead to claims 
processing that is not cost-effective and which has a very 
detrimental effect upon VA beneficiaries because of consequent 
protracted delays in claims adjudication. The IBVSOs submit 
that the solution to VA’s lingering ills is a combination of 
adequate personnel and technology resources along with prompt 



140 


(4) 


and meaningful reform of its cXalms adjudication and appellate 
procesaea . 

SUGGESTED BENEFIT IKPROVEMSfFS: Even with the very beet 
procedures and substantive provisions, no benefit program can 
achieve perfection. There will always be the exception where 
some inequity results from the effect of the law In unusual 
circumstances. However, laws sometimes themselves have 
substantive shortcomings which operate to Inequitably impact 
upon classes of potential beneficiaries. The IBVSOs have 
identified some of the more pressing of these inequities In the 
benefits section of the Independent Budget. Savings from 
extension of cost- saving provisions suggested in the 
Administration's budget should be employed for the purpose of 
correcting these inequities. Legislative remedies are urged as 
follows: 

* Removal of the one-year limitation on payment of accrued 
benefits. 

* Payment of compensation for temporary total disability 
beginning on the date of hospitalization or treatment. 

* Concurrent payment of military retired pay and VA 
disability compensation. 

* Exception to the three-year limitation on filing amendment 
of tax returns to allow recovery of taxes collected 
erroneously on disability severance pay outside the 
three-year period. 

* Provision for correction of clear and unmistakable error in 
a BVA decision. 

* Exemption of veterans* entitlements from the "pay-go*' 
provisions of the Budget Enforcement Act. 

* Reinstatement of the presumption of permanent and total 
disability at age 65, if the current requirement of an 
evidentiary showing of permanent and total disability is 
determined not to be cost-effective. 

We believe these suggested improvements are particularly 
meritorious. We look forward to discussing them further in the 
upcoming year. And, we ask for your support. 

OPPOSITION TO BENEFIT REDUCT lON/ELININAT ION: As stated in 
the Independent Budget, "There is perhaps no area in which 
the unanimity among the IBVSOs is more evident than their 
opposition to misrepresentations about deservedness of veterans' 
benefits and efforts to erode or eliminate them." Secretary of 
Veterans Affairs, Jesse Brown so poignantly observed, "How we 
treat our veterans is an indicator of who we are as a people." 

In addition to the rational and practical arguments against 
schemes to means test, tax, and eliminate compensation, there 
are equitable principles that are more compelling and go to the 
very foundations of our nation's moral obligations to its 
disabled veterans. 

Maybe the arguments in the Independent Budget against 
these proposals are unnecessary because they are so obvious and 
compelling to you. Nonetheless, these proposals have been 
included in various deficit reduction recommendations from 
outside the Congress and inside the Congress. We are confident 
the proponents of these schemes harbor no malice toward disabled 
veterans, but rather lack the insight and understanding 
necessary to reveal to them how their notions offend fundamental 
principles of fairness. 
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We are heartened by the emphatic declarations many of you 
have made against these misguided Initiatives. We sincerely 
appreciate your enduring commitment to fair treatment for 
disabled veterans. 

Maybe disabled veterans* sense of alarm will prove 
unwarranted. Maybe our reaction will simply serve as an 
abundance of caution. We hope so. We ask that you continue to 
speak out in our behalf. 

GENERAL OPERATING EXPENSES: The GOE portion of the budget 
covers the administrative costs associated with the delivery of 
VA benefits and services and therefore is naturally a more 
dynamic area of the budget. It Is for that reason that the 
Independent Budget is not preoccupied with numbers In Its 
recommendations for GOE but rather focuses at least equally on 
concepts . 

The Veterans Benefits Administration of VA Is responsible 
for non-medical programs. These are compensation, pension, and 
education; vocational rehabilitation and counseling; Insurance; 
veterans* services; and ancillary support services for these 
programs. The Independent Budget includes recommendations 
for each of these programs, but our greatest concern is with 
persisting flaws in the adjudication of claims for benefits, 
predominantly compensation and pension claims. 

"General Administration" Is also funded under the GOE 
appropriation. This activity consists of the Office of the 
Secretary, six assistant secretaries, and three VA 
(department-level) staff offices. The Independent Budget 
provides recommendations for two of these staff offices, BVA and 
the Office of General Couneel (OGC). 

CLAIMS PROCESSING AlC APPEALS: The Independent Budget 
addresses the claims and appeals processes from the lowest 
administrative level, VA regional offices, through the first 
level of judicial review, the Court of Veterans Appeals (COVA) 

In the belief that the enormity and cumulative effect of the 
problems can only be appreciated when viewed within the context 
of the continuum of the entire process. 

In the noble words of Abraham Lincoln, "It Is as much the 
duty of government to render prompt justice against Itself in 
favor of citizens, as It is to administer the same between 
private individuals.” Unfortunately, our nation* s veterans are 
not receiving prompt justice. Indeed, with an aging veterans' 
population, it is not uncommon for a veteran to die before his 
or her claim is resolved. In these instances, justice delayed 
Is truly justice denied. 

We submit that an increase In the quality of VA's decisions 
will result In a decrease in the quantity. If VA institutes 
measures to ensure that its decisions are made correctly the 
first time, VA claimants' cases will not require multiple 
decisions at the administrative and judicial levels. The number 
of required decisions will be reduced, as will the burden on the 
claims adjudication and appellate processes. It follows that 
quality claims adjudication is cost-effective adjudication, and 
veterans will have more timely resolutions of their claims. 

We note that this Committee's oversight plan Includes 
hearings on VA's claims and appeal processing. We commend this 
action on your part and look forward to working with the 
Congress end VA to find solutions to these problems. 

BOARD OF VETERANS' APPEALS: Last year, this Committee 
responded to recommendations for changes in law needed to permit 
the Board to Improve Its operations. These changes are being 
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Implemented, end other admlnletretlve changes are being employed 
to Improve BVA*b productivity. 

The Independent Budget identifies some of the 
continuing problems with the Board, however. These contribute 
to protracted delays in claims decisions. Hopefully, periodic 
P^rformsnce reviews of individual Board members, as required by 
a recent change in law, will assist in the correction of 
practices that unnecessarily prolong the pendency of appeals. 

The proposed performance review standards, if closely followed, 
will bring about much more accountability on the part of Board 
members. We applaud these efforts. 

The Independent Budget, among other things, 
recommends authority for BVA to increase its FTE by 50 in FY 
1996. A gradual increase in Board personnel responsible for 
decisions is essential if the Board is to reduce its processing 
time to reasonable levels. The Administration's budget falls 
short of this recommendation by requesting only 28 additional 
FTE for this purpose. We urge that the FTE be increased by 
50. 


OFFICE OF GENERAL COUNSEL: Streamlining of the operations 
under OGC will result in savings, but it also incidentally 
creates a need for some additional resources. For this reason, 
and based on other needs of OGC, the Independent Budget 
Includes the following recommendations: 

* Additional funds in the amount of $150,000 should be 
appropriated to permit stationing of attorneys with the 
Under Secretary for Benefits and the Under Secretary for 
Health. 

* Funding in the amount of $4 million should be provided for 
necessary automated data processing equipment. 

* Funding in the amount of $400,000 should be provided for 
training in preventative law in personnel matters, 
contracting, and Medical Center Director legal 
responsibilities . 

* Additional funding in the amount of $400,000 should be 
provided for increased travel needs. 

The Independent Budget also discusses the role of VA 
attorneys in contributing to problems in the appellate process 
and unacceptable delays at the Court. For example, in the past 
several months, VA attorneys have failed to timely file their 
briefs in all DAV represented cases. In addition to the thirty 
days allotted each party under the Court's rules, OGC has 
requested no less than ninety days in additional extensions in 
every case we represent. This means, of course, that four 
months are required for OGC's brief. This is inexcusable. 

VA's attorneys have also engaged in other practices which have 
evoked criticism from the Court. The Independent Budget 
recommends that the General Counsel conduct and internal review 
of the practices and productivity of this group of attorneys. 
Additionally, we are prepared to include testimony on these 
problems in the scheduled oversight hearing on BVA and COVA. 

Another recommendation for the General Counsel's 
consideration is the neutrality of its precedent opinions. 
Several of these opinions that accounted for determinations of 
ineligibility for benefits sought by VA claimants have been 
overruled by COVA. The IBVSOs suggest that "the General 
Counsel should strive to reach conclusions which follow from a 
neutral analysis of the law and not tailored to serve 
institutional objectives." 
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NATIONAL CEMETERY SYSTEM: The Independent Budget 

Included these recommendatlona for the National Cemetery System 

(NCS) : 

* Appropriate $82 million to meet the burial needs of 
veterans and their families. 

* Increase FTE by at least 15 to cover incremental workload 
increases. 

* Provide a minimum of $2 million in additional funds to 
reduce equipment backlog. 

* Study the feasibility of a VA national cemetery to ease the 
demand for space at Arlington National Cemetery. 

* Expand existing national cemeteries. 

* Pursue the goal of one open cemetery in every state. 

* Seek relief from historic preservation requirements at 
NCS facilities. 

Thus, the Administration's request for $75.3 million in budget 
authority and 1,340 FTE, the same staffing level as FY 1995, 
falls short of the resources needed by NCS. 

Equipment backlogs continue to be of the major problems 
facing NCS. Continuing neglect in this area can only worsen 
the problem and cause it to become more difficult to overcome In 
the future. We urge your support In providing the essential 
resources for NCS. 

MEDICAL CARE: The Independent Budget speaks in detail 
to a strategy that, when implemented, would cure many of the 
acknowledged ills plaguing the system. Our plan would expand 
access for veterans to quality and appropriate health care 
services, while actually saving the federal government and the 
American taxpayer money. 

The cornerstone of our proposal relates to: 

Eligibility reform: Allowing VA to treat a core group of 
veterans in the moat appropriate and 
efficient setting. 

Funding streams: Allowing VA to retain funds they 

already collect for the treatment of 
nonservice-connected disabilities, 
and for new patients accessing the 
system. 

We believe the Independent Budget sets forth a 
credible approach that would produce meaningful reform of VA's 
health care system. Further, it is our firm belief that VA 
possess every attribute necessary to successfully emerge as a 
viable system. The task will not be a simple one. Operational 
as well as cultural changes need to occur and occur quickly. We 
view with optimism the reorganizations! concepts developed by 
Dr. Kizer and believe them to be indicative of the direction VA 
needs to proceed in. 

While our colleagues and partners in the Independent 
Budget will present specific details regarding concepts and 
funding requests felt necessary for the VA health care system, 
we urge, in the strongest possible terms, this Committee to 
report an adequate budget request for the Veterans' Health 
Administration. 
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This concludes the DAV's testimony on the FY 1996 budget. 

We appreciate the opportunity to present our views on this most 
important matter, and we thank this Committee for its continuing 
support of this nation's disabled veterans. 
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B008B ▼ETBRXHS' XFrAIRS COMXITTEE 
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DEPARTMEMT OF 7ETERXHfl AFFAIRS 
FISCAL YEAR Xt9< BODOET 
February 24, 199S 

Highlights of Tastiaony 

Diaablad Aaarlcaa Vatarans, national Laglslatlva Dlraotor Richard 
Bchultii 

- cites aeDbership at 1.4 alllion meabers and voaen's auxiliary. 

- DAV coanends Secretary Brown for efforts to bring about a budget 
that is fair for our veterans. 

- appreciates 3.1% COLA for coapensation and DIC recipients. 

- appreciates cost-saving provision, cut suggests savings should be 
used to correct VA's deficiencies in operations. 

- estiaates that adainistration's FV 1996 budget is approxiaately $600 
Billion of "current services" budget. 

Independent Budget Recoaaandatlons 

- cites opposition to "schemes to means test, tax, and eliminate 
compensation” proposals. 

-suggests that these types of proposals come more from lack of 
insight and understanding than froa aalice. 

- recommends that VA institute measures to ensure that claims' 
decisions are made correctly the first tine so clalaants' cases would 
not require time consuming work at the adninistrative and judicial 
levels. 

-quality clains adjudication is cost-effective adjudication, 
-coaaends House Committee's oversight plan that includes hearings 
on VA's claims and appeals processing. 

- recoamends Board of Veterans Appeals increase FTE by 50 in FY 1996, 
saying that VA's recommendation of increasing by 28 falls short. 

- Hatlonal Ceaetery System should be increased well above 
adainistration's plan to meet burial needs, workload Increases and 
reduce equipment backlogs. ($82 million, add 15 FTE, $2 million for 
equipment backlog) 

- Medical Care reform, eligibility reform should be instituted as 
suggested by Independent Budget. 

- VA should be able to keep funds collected for non-service treatment. 

- agrees with Dr. Klzer's reorganizational concepts. 

ttt 
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Mr. ChairTt\an, AMVETS is grateful to you and the committee for allowing 
us the opportunity to testify today. We are proud to join with the Disabled 
American Veterans (DAV), the Paralyzed Veterans of America (PVA) and the 
Veterans of Foreign Wars (VFW) in presenting the Independent Budget (IB) for the 
Department of Veterans Affairs (VA) for fiscal year 1996. 

For the ninth consecutive year we, the authors of the IB, have worked closely 
to analyze the needs of America's veterans and to determine the funding necessary 
for VA to meet those needs. We view it as a true picture of the realistic funding 
required by VA to adequately carry out the many roles and missions designed to 
meet the needs of America's veterans. The content of this presentation is consistent 
with previous editions of the IB. Each VSO has developed and will discuss a major 
section. DAV is responsible for general operating expenses (GOE) and benefits. 
PVA develops medical programs within the VA health care system. VFW compiles 
the VA construction program. AMVETS' testimony primarily addresses the 
National Cemetery System (NCS). 

The continued downsizing of the VA total work force will have a dramatic 
impact of VA's ability to deliver expected levels of service. We are unable to 
rationalize the loss of VA employees when it takes over three years to process a 
claim for VA benefits if an appeal to the Board of Veterans Appeals is involved, and 
three to six months just to get a VA clinic appointment. At the same time, VA, in 
its transition away from being a goverrunent-funded health care provider, is also 
being called upon to accomplish a radical shift in culture and ofierating practices to 
compete for veterans' health care dollars. In spite of all the good intentions of 
Congress and VA management, it may be asking too much to enforce personnel 
downsizing while simultaneously attempting to recast VA in the private sector mold. 

AMVETS national resolutions offer solutions to many challenges facing VA. 
To eliminate unfair competition from other well-deserving agencies, AMVETS calls 
for separate appropriations committees in both Houses of Congress dedicated solely 
to VA matters. We further support funding VA medical benefits from mandatory 
spending accounts. It goes beyond being counterproductive to mandate entitlements 
and then to use discretionary funds to provide VA personnel to deliver those benefits 
to veterans. 

Improved substance abuse and PTSD treatment, adult day care and 
Alzheimer's disease programs and continued emphasis on resolving the health 
mysteries related to Persian Gulf War veterans and their families are also supported 
by AMVETS national resolutions. We thank the committee for its past achievements 
and look forward to sharing more successes during this session of Congress on 
behalf of the men and women of the U. S. armed forces of yesterday, today and 
tomorrow. 

In consonance with the goals outlined above and those contained in the 
legislative portion of the IB, we fully support fiscal year 1996 VA medical funding 
at a level several billion dollars above the president's request. As it applies equally 
to veterans health care, funding mandated Veterans Benefits Administration (VBA) 
programs from discretionary accounts is neither fair nor practical, and such a 
philosophy offers VA no hope of improving its delivery of services to veterans and 
their families. We fully support restoration of burial and plot allowances to their 
pre-OBRA 90 levels, adjusted to account for inflation. To accomplish these and 
other legislative goals contained in the IB, AMVETS fully supports $19.7 billion for 
VBA programs. This is in keeping with the president's VBA budget offering for FY 
1996. But we must express our concern that continuing to define veterans' health 
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care and treatment programs in terms of maintaining and enlarging VA's current 
inventory of facilities will further inhibit VA's ability to deliver timely, quality 
services to the nation's veterans. However, among those programs and services 
veterans count on are those administered by the National Cemetery System, and the 
need here for additional facilities is more the exception than the rule. 

NCS continues to provide high quality service despite continual under- 
funding. That is not to say that everything is okay. Because the system has not had 
the full funding support necessary to ensure its viable future, many of the long-term 
projects aimed at its longevity may have to be abandoned. 

The NCS has three major missions. First, it maintains a system of national 
cemeteries which, by law, are considered national shrines. Second, NCS provides 
burial benefits for veterans and eligible dependents. And third, it administers the 
presidential memorial program, the state cemetery grants program, and the 
headstone and marker program. 

NCS currently operates 1 14 cemeteries, not including 34 additional sites such 
as Confederate Cemeteries and Soldiers' Lots. This might seem impressive until one 
realizes that 56 of the 1 14 cemeteries are closed already, and yet another (Wood, 
Wisconsin) is scheduled to close in 1995. NCS now owns a total of 10,662 acres 
of land, 5,355 of which have been developed. Since the system's iiKeption during 
the Civil War, NCS has conducted a total of 2.3 million interments. To meet future 
needs, approximately 278,000 gravesites remain available on developed land. 
Undeveloped areas can accommodate an additional 1.6 million casket sites. 

The IB VSOs' major concern regarding the future of NCS is that it continue 
to expand to meet the needs of America's 27 million veterans. To put that in 
perspective, NCS statistics show that historically 10 percent of all veterans choose 
intermem in national cemeteries. If the 10 percent figure contiimes to prove 
accurate, between 1995 aixl 2010, nearly 800,000 to 900,000 veterans will request 
burial in a national cemetery. Clearly, the existing developed acreage will not 
sustain that total, and Congress must support expansion of existing sites where land 
is available. That means that NCS faces a deficit of nearly 700,000 intermem sites. 

Residence and distance also play a significant role in the choice of a burial 
site. Many veterans' families are reluctam to cross state lines to bury a loved one 
and 75 miles seems to be the maximum distance most consider a reasonable distance 
from home. For that reason, it is importam that NCS develop aial maintain at least 
one open national cemetery in each state. 

Aixither importam challenge to NCS is the impending closure of many of its 
facilities due to lack of space for first member casket burials. While many of these 
cemeteries will still accept second fomily members and cremains, veterans who live 
in those areas may not find space available for burial. VA estimates that by the year 
2000 seven more cemeteries will be declared closed to initial burial. NCS has five 
new cemeteries in the planning stages: Albany, Chicago, Cleveland, Dallas and 
Seattle. 

NCS faces a shortfall of 278 full-time employee equivalents (FTEE) in 1996, 
aixl will need an additional 13 FTEE just to maintain the current level of service. 
To achieve expected service delivery requirements, NCS will emphasize burial 
operations in lieu of other functions such as maintenance and repair. The backlog 
in obsolete equiptnem for 1996 is $8.2 million, a level that wipes out modest gains 
made in 1991 and 1992 when Congress voted additional funds to ease the equiprnem 
shortage. The FY 19S)6 budget request for equiprnem wUI do nothing but fiirtber 
exasperate the unconscionable backlog. 
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The implications are clear. Congress and the administration cannot continue 
to under-fund NCS in its maintenan ce and repair, equipment and FTEE accounts and 
still expect a high degree of quality in its delivery of services. Further, under 
current trends, the overall condition of the cemetery system can only deteriorate. 
Last year, the IB pointed out NCS' problem in complying with historic preservation 
requirements. We again recommend relief for the NCS that would allow the system 
to remove and replace dilapidated buildings that pose a safety hazard and detract 
from the park-like setting of most cemeteries. 

NCS also has missions in addition to those explained above. The matching 
grant program for state veterans cemeteries will assume a greater importance as 
national cemeteries close. Last year, VA awarded grants totalling $4,144,527 to 
seven states. NCS also administers the Presidential Memorial Certificate program 
which provided 282,532 certificates in 1994. To assist NCS to process applications 
and to ensure reasonable response rates, the IB VSOs recommend $500,000 to 
complete the Automated Memorial Application System (AMAS). Also, as part of 
its burial benefits responsibilities, NCS provides a headstone or flat bronze grave 
marker to each eligible veteran who requests the service. Last year, VA provided 
300,754 headstones and markers. 

The following is a summary of FY 1966 IB recommendations for NCS: 

0 A total appropriation of $82 million 

Q) A m inim um FTEE increase of 15 to cover incremental 
workload increases 

0 A minim um of $2 million additional funds for equipment 
backlog reduction 

VA feasibility studies concerning a second national 
cemetery to ease the demand for space at Arlington 
National Cemetery. While the IB VSOs understand that 
it is not possible to duplicate the national appeal of 
Arlington, properly promoted and placed, a second site 
with national significance should be pursued. 

(3 VA pursuit of an open cemetery in every state 

3 VA pursuit of expansion of existing national cemeteries 
wherever possible 

3 Continued VA progress toward a policy of an open 
national cemetery within 75 miles of 75 percent of 
America's veterans 

3 VA request for relief from historic preservation 
requirements at NCS facilities wherever appropriate. 

Mr. Chairman, we are cautiously optimistic about the enthusiasm and 
determination characteristic of the 104th Congress, but we are seriously concerned 
about how the clamor to balance the national budget and reinvent government will 
affect our veteran community. Collectively and individually, AMVETS looks 
forward to working with you and the members of the committee to ensure that 
America honors the debt we, as a grateful nation, owe our veterans. This concludes 
my statement. 
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HOUSE VETERANS' XEEAIRS CONHITTEE 
HEARIHQ ON 

DEPARTMENT OP VETERANS APPAIRS 
FISCAL YEAR l**f BUDGET 
PaDruAry 2 *, 1995 

Highlights of Tsstlaoay 

AMVETS, Mstionsl Ssrvlca Dlraotor Moal c. Eooslay: 

- indicatas that AHVETS will concentrate its testinony on National 
Ceaetery Systea. . .which reflects AMVETS role in developing the 
Independent Budget. 

- coaaents on establishing VA aedical benefits as a Mandatory account 
rather than a discretionary account. 

- suggest VA and veterans' issues be separated froa appropriations' 
subcoBBittce on VA/HUD and Independent Agencies. 

- supports eaphasis on resolving the aysterious Persian Gulf Illness. 

- supports adainistration's budget of $19.7 billion for VBA prograas. 

- expresses concern with VHA budget which continues to define 
veterans' health care and treataent prograas in terns of aaintaining 
and enlarging VA's current inventory of facilities. 

-suggests that the budget will further inhibit VA's ability to 
deliver tiaely, quality services to nation's veterans. 

National Ceaetery Systea 

- reviews NCS current status... NCS owns total of 10,662 acres of land, 
5,3SS is developed. 

- states that NCS faces a burial space problen and Congress and 
adainistration aust support expansion of existing sites to accoaaodate 
veterans' burials. 

- NCS faces shortfall of 278 rTEE in FV 1996 and will need 13 FTEE 
just to aalntain the current level of service. 

- backlog of obsolete equipaent for FY 1996 is $8.2 million. 

- continued underfunding will lead to faltering delivery of service. 

- recoaaends that Congress provide relief to NCS against "historic 
preservation” laws so NCS can remove dilapidated buildings that pose 
safety hazards and detract froa setting of most cemeteries. 

- outlines a number of other recommendations for improving NCS. 

- expresses concern about "clamor to balance the national budget and 
reinvent government" and affect on veteran community. 

ttt 
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Prologue 


F or the laM nine years, four congressionaUy chartered veterans* 
service organizations (VSOs)— AMVETS. Disabled Amencan Vet- 
erans. Paralyzed Veterans of Amenca and Veterans of Foreign Wars 
of the United States — have produced a needs-based budget proposal for the Depart- 
ment of Veterans Affairs (VA) as a counterpoint to (hat of the Administration. Col- 
lectively. (he Independent Budget coauthors (the IBVSOs) represent more than 5 
million veterans. The legislative implosion of the national health care reform effort 
and the subsequent electoral revolution have created a perplexing environment in 
which to formulate (his year's budget document. The federal budget arena has 
changed immeasurably. Talk of tax credits, lax incentives, enlitlemem caps, freeze 
levels. Medicare cuts, firewalls protecting the defense budget from being used for 
domestic programs and line-item vetoes renders imponderable any aiiempl at fore- 
casting next year's federal budget outcome We can only continue to depend on our 
own analysis of veterans' issues, confident (hat Congress will remain firm in its sup- 
port of veterans' needs. 

• Incrementalism" is now the keynote in national health care reform's sym- 
phony. We submit that the foremost legislative increment for VA should deal with 
eligibility reform and adequate funding for VA-delivered health care. These issues 
head the IBVSOs' lists of recommendations and legislative proposals contained m 
(his year's document. 

Past editions of the Independent Budget have carried the siaiemeni that our publi- 
cation was predicated on a toss of confidence that the Office of Management and Bud- 
get (0MB) had any interest in understanding or rcsporxfing to a user's perspective of 
veterans' needs. This year. 0MB did invite and receive input from this document's 
VSO authors on many veterans concerns and recommendations. Although the lack of 
definitive response at (his writing is understandable. OMB's manifest interest is sin- 
cerely appreciated. 

In previous years, we rejected the Congress's and the Administration's definition 
of “current services'* as that level of appropriation needed to maintain a previous 
year's VA medical care workload plus coverage for inflation. Instead, to track veter- 
ans' true health care requirements, which budget shortfalls suppressed annually, we 
used the FY 1988 appropriation level as a baseline from which to calculate the 
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ti appropriation needed dunng the coming year to maintain comparability to more sia* 

g bic and realistic earlier budgets. This year, we have pragmatically abandoned that 

practice, due to the unceriainlies attendant upon the congressional promise of a new 
budget process bill. Yet. we do so mindful of a decade of VA health care revenue loss 
in constant dollars, despite the ever increasing need for service. 

Because we are veterans' advocates. VA health care and benefits users, and volun- 
teers. the veterans’ service organizations have a propnciary interest in the system’s 
well-being. Volunteers, often the staff and members of veterans’ service organizations, 
contributed more than 14 million hours of time and many other resources to the VA 
system. We believe in (he system and have not lost our faith in its ability to overcome 
problems (hat funding shortfalls, inflexible bureaucratic management structures and 
unfunded mandates have engendered Department of Veterans Affairs programs must 
prevail in the face of such obstacles, to offer veterans the benefils and services upon 
which we rely 

As authors of this FY 19% VA budget proposal, we take pnde in the large num- 
ber of endorsing organizations that support this effon and pleasure in submilling it for 
consideration by Congress. 


Arthur W. Klin^ Jr./ ' 

National Commaiwtr 
American Veterans of World War If. 
Korea and Vietnam 


Richiird Grant 
National President 
Paralyzed Veterans of America 


Donald A. Sioss 
National Commander 
Disabled American Veterans 


Alien “Gunner” Kent 
Commander’in-Chief 
Veterans of Foreign Wars 
of the United Stales 
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Endorsements 


Air Force Sergeants Associaiiim 
Alliance for Aging Research 
American Academy of Ophihalmoiogy 
American Ass»c<aiion of Denial Schools 
American Association of Spinal Cord Injury Nurses 
American Association of Spinal Cord Injury Psychologists and Social Workers 
Amcncan Defenders of Bataan & Corrcgidor 
American Ex-Prisoners of War 
American Merchant Marine Veterans. Inc. 

American Military Retirees Association. Inc. 

American Nurses Association 
American Optomeiric Association 
American Paraplegia Society 
American Physiological Society 
AmerKan Podiairic Medical Association 
AmerKan Psychiainc Association 
Aflhriiis Foundation 
Association for Academic Surgery 
Association for Flcahh Services Research 
Association of American Medical Colleges 
Association of Professors of Medicine 
Association of Schools of Public Health 
Association of the United States Army 
Association of University Radiologists <AUR) 

Blinded Veterans Association 
Catholic War Veterans. USA. Inc 
Diabetes Action Research & Education Foundation 
Enlisted Association National Guard of the United States 
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Jewish War Veterans of the U S A 
Legion of Valor ot the U.S.A.. Inc. 

Manne Corps Lcogiic 
Marine Corps Reserse Officers Associalion 
The Military Chaplains Association of the U S A. 

The Military Justice Clinic. JrK*. 

Military OnJer of the Purple Heart 
National Alliance for the Mentally III 
National Ampuiaitun Foundation 
National AssociatKin for Uniformed Services 
Naiiortal Avsociation of County Veterans Service Olficcrs 
The National Association of State Directors of Veterans Affairs 
National Association of VA Chiefs of Staff 
National Association of VA Physicians & Dentists (NAVAPDt 
National Association of Veterans' Research and Lducaiion Foundations 
National Council of Senior Cillj'ens 
National Multiple Sclerosis Socieiy 
National Organisation for Rare Disorders (NORD) 

Navy League of the United States 

Non Commissioned Officers Association of the United States of America 
OHki Veterans Home 

Polish Legion of American Veterans. U.S.A. 

The Retired Enlisted Association 
SiKiely for Neuroscience 

Society of Medical College Directors for Continuing Medical Education 
Surgical Infection Socieiy 
U S.C.G. Chief Petty Officers Association (CPOA) 

U.S. Coast Guard Enlisted Association 
U.S. Merchant Marine Veterans of World War 11 
Veterans Affairs Physician Assistant Association 
Veterans of the Vietnam War. Inc. 

Vietnam Era Veterans As>uciaii(in/Rhode Island Vcleran> Action Center 
Vietnam Veteraas of Amenca. Inc. 


Endorsement' 
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Introduction 


The more things 
change the more they 
stay the same — an 
adage applicable to 
the constancy of 
veterans’ issues. 

I n lighJ of Coogreis’s consideration of 
significant national health care 
reform, last year’s Independent Bud- 
get registered the coauthors' opinion that it was a piv- 
otal year for the Deparrmeni of Veterans Affairs (VA). 
Little did we know how ephemeral the reforms we 
anticipated to affect the veterans' system would prove 
to be. H.H. S600, the Clinton health care reform bill, 
proposed renovation of the VA health care system, 
including major reforms veterans' service organira- 
tions had long sought and which the congressional 
Committees on Veterans Affairs supported. Unfortu- 
nately. the proposal for veterans was ineitthcably 
enmeshed with the reform of the national health care 
system’s design and funding mechanisms. Obviously, 
most Americans and their representatives in Congress 
did not suppon the majority of the Administration’s 
proposal, which was integral to implementation of the 
veterans* portion of the bill. When the bill died, the 


Veterans Health Administration (VHA). Ihe veterans' 
service organizations (VSOs) and other veteran propo- 
nents were "back to square one," facing the chronic VA 
health care issues we have addressed through a decade 
of Independent Budgets. 

Irrespective of federal action, with the integration 
of health care systems and managed care driving the 
nation's competitive medical market through radical 
organizational and functional changes, reform is well 
underway. Congress’s defaulting on passage of a 
meaningful health care reform bill ensured that stales 
would hasten pursuit of their own versions of reform. 
Congressional delay in relieving states of Employee 
Reitrement and Income Security Act (ERISA) restric- 
tions has somewhat dampened such state initiatives. 
Waiver is needed to allow states flenibiliiy to design, 
fund and regulate health insurance programs. How- 
ever, most of the Congress docs not favor ERISA 
reform, and large multi-state industries, who claim to 
save millions of dollars by self-insuring, are powerful 
adversaries against it. 

Still, state health care reform effons are active. The 
Health Care Financing Administration has granted 
demonstration waivers to several states, providing them 
authority to redesign their Medicaid programs uitder 
capitated funding ar>d managed delivery of benefiLs. 
Several other states have waiver requests pertding. 

Much of this year’s Independent Budget addresses 
how VA must respond to this tumultuous private med- 
ical sector environment Reform programs across the 
country jeopardize VA medical facilities, forcing them 
into dissimilar, state-based, competitive medical 
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markets while federal law dcnie> (hem (he abilicy to 
compete. The propoved yficrans Heafih Care PhuUtr 
Program Act of 1994 was designed lo solve (ha( prob- 
lem. but was lost in (he congressional health care 
refonti debacle. Tliat legislation would have enabled 
VA (o panicipaic in several selected slates' health care 
reform programs Compensable service-connected vet- 
erans and veterans with incomes below ihe current 
means-tesied income levels could have received at least 
the level of health care services their states of residence 
offered other* Access lo VA care would have been 
available to non-Core velcrans. veteran dependents and 
CHAMPUS beneficiancs. with ihird-pany rcimburse- 
meni and patient com sharing. VA could have retained 
these funds to enhance care for all seterans. VA med- 


ical center directors would have received local authori- 
ty and flenihiliiy for resource allocation, contracting for 
extramural medical services, personnel recruiting and 
management, marketing and advertising. 

The provisions contained in that lost proposal, and 
several other legislative initlaiives this document 
describes, are now critical, not only for VA facilities in 
states where comprehensive health care reform pro- 
grams are imminent, but across the nation. 

With the loss of H.R. .i600. ten major veterans* 
service organizations have united in “The Partnership 
for Veterans Health Care Reform" and collectively 
call for fundameniat changes consistent with tnde/>en- 
(lent Budget promuigations. Their recommendations 
involve three broad areas. First, the VSOs identify 
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ihe critical need for VA Financing 
reform. Chart 1 demonstrates the 
funding changes in federal health 
programs over the last ten fiscal 
years. As shown. VA has lost a con- 
siderable share of the federal funding 
invested in health care — this is at 
least partially due to the extreme 
escalation in federal health care enti- 
tlement programs. Medicare and 
Medicaid. The VSOs recommend shifting the VA 
budget from an annual discretionary appropnation to 
a mandated funding stream, like Medicaid and 
Medicare. Congress should also provide VA the 
authority to collect and retain Medicare payment for 
higher-income non-Core Group veterans who use VA 
and extend authority for VA to retain other third-party 
payments. 

Second, the VSOs recommend administrative 
decentralization, which would allow VA facilities to 
operate more efficiently and eflectively in local com- 
petitive medical markets. Rnally, eligibility reforms 
would ensure that veterans and their adult dependents 
who use VA can receive a full continuum of care. The 
Pannership stresses the critical need for cleaning up 
current Byzantine eligibility rules, because VHA can- 
not successfully operate in a competitive market while 
offering some veterans complete health care services 
but resuiciing others* access to fragments of care. 

This collective action is but an example of the 
growing convergence of opinion, on the part of veter- 
ans* service organizations, the Department of Veterans 
Affairs and Congress (who together were once known 
as the “Iron Triangle") regarding VA’s future and how 
to get there. Fortunately, throughout changing times 
and despite disappointments, encouraging VA program 
developments and attitudinal changes have kept the 
VSOs* hope alive. Wc commend the Department on 
the perceptive quality of its strategic planning, as 
documented in such excellent papers as VA 's Naiional 
Health Plan, the draft report VHA Central Office Rear’ 
gontiaixon and. most recently, the Vetenuii Health 
Administration Field Reorganization. 

We agree with VHA’s belated realization of such 
immediate needs as a comprehensive reorganization, 
realignment of its health care delivery facilities and mis- 


sions, decentralization of management 
authority, a shift to non-instituiional 
venues and enhancement of primary 
care. As it realigns its health care facil- 
ities. VA must emphasize the continued 
provision of those specialized services 
for which VA was originally conceived 
and in which VA now excels: combat 
irauma, amputations, prosthetics and 
orthotics. spinal cord injury medicine, 
care (or the blind, mental health care, treatment of post- 
uaumatic stress disorder, rehabilitation, geriatnes and 
long-term care. Indeed, including these specialized pro- 
grams. VHA has many of the required elements to 
embark upon the extensive structural and functional 
changes it needs to successfully deliver veterans' nsed- 
icai services in tomorrow's health care environnKnt. 
SttU missing is much of the associated Icgisbtive 
authority only Congress can provide. 

Because of the urgency of eligibility reform, we 
offer the following prefatory comment. The term “enti- 
tlement" has acquired such disrepute in Congress that 
we have long since subsiiiuied the word “eligibility" to 
discuss Congress’s legislative authorization for VA to 
use the most appropriate and economical venues to 
deliver health care. It is a rather petty exercise in 
semantics. Neither of the two words, which actually 
have different meanings, should impede VHA‘s acquisi- 
tion of the legislative authority that will enable it to stop 
the unethical, wasteful and fragmented delivery of med- 
ical care and provide instead a full continuum of service 
to any hfneficiary who has access to VA health care. 

In 1993. the Commission on the Future Structure 
of Veterans Health Care underscored this recommen- 
dation, which is now even more relevant given the cur- 
rent national emphasis on expanding primary care and 
restricting acute hospital care. In the contemporary 
medical market environment, most care is provided on 
an outpatient basis, and patients are assured a full con- 
tinuum of medical services. The U.S. health care sys- 
tem is changing so rapidly it ts a futile effort to 
statistically or otherwise describe what is occurring. 

VA can no longer afford to defer eligibility reform, 
(t must assume a competitive position with states that 
are reforming their health care delivery and financing. 
From the provider's perspective. VA muse also ensure 
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thai veterans can receive treatment in 
its system comparable to that available 
through any other federal or non-fed- 
era) health care provi<fer or program. 

The Independent Budftet coau- 
thors (IBVSOs) do not waver from our 
established position that all current 
Category A (Core Group) veterans 
who use the VA system should have 
access to the full continuum of care — from primary 
through nursing home care— in the most appropriate 
venue: and all catastrophically disabled veterans 
should receive immediate Category A access to the full 
continuum of care. 

This policy position speaks to the most appropri- 
ate. efficient, state-of-the-an delivery of health care. 
Medicare and Medicaid programs do not suggest that 
outpatient care be provided only to "obviate the need 
for hospital care" as current law governing many vet- 
erans’ eligibility for outpatient care provides. Good 
medical practice dictates that patients being treated for 
chronic, stable conditions receive appropnaic follow- 
up care. This same continuity of care must be avail- 
able to veterans using the VA system. 

Congres.s must address the issue of who receives 
care in the VA system within the context of VA's being 
a competitive provider of choice for veterans in slates 
where health care reform is undertaken. In an era 
when health care is becoming increasingly competitive 
and veterans have more comparable provide.'s to 
choose from, it is no longer reasonable for veterans to 
choose providers that cannot care for their dependents’ 
as well as their own health care needs. With proper 
assurance that new patients will not displace veterans. 
Congress should authorize VA to care for dependents, 
including dependents of active-duty military who use 
the VA system, on a reimbursement basis. 

The request for veterans’ eligibiliiy reform carries 
with it a complexity of related ideas, all focused on the 
need for adequate funding. For the past ten years 
even during the years of plenty — cost was always the 
reason that Congress did not pursue eligibility reform, 
except incrementaiiy. of the VA health care system. 
Under the best of circumstances, determining VA 
costs is difficult. The data just do not exist to ade- 
quately analyze the costs of care delivery. Pursuing 


an cnlitiemenl raises the issue of 
cost, and the war of numbers begins. 
In 1988. the Congressional Budget 
Office (CBO) estimuicd that extend- 
ing entiiicmcni in outpatient care to 
VA users would be "budget neutral" 
or cost, ul most. S40 million. Fund- 
ing the full continuum of VA health 
care, however, is possible with a net 
savings to the svi/em if these legislative iniiiuiives 
accompany the reform. 

• Grant VA auihonty to retain all third-party reim- 
bursements without appropriaiion offsets. 

• Give VA the legislative uuihorily to deliver the full 
array of care to all veteran users and allow VA to 
structure (he system to most erficienily deliver 
care using modalities mosi appropriate to patient 
needs and avoid unnecessary hospitalizations and 
prolonged inpatient stays. 

• Authorize VA to sell medical services to veterans’ 
dependents and. to bring in outside revenue, offer 
other community consumers use of VA equipment 
and technology. 

• Authorize identification of VA as a Medicare 
provider for other than Category A veterans and 
retain Medicare reimbursements without appropri- 
ation offsets. 

The most elusive soutxre of non-appropnaied VA 
funding is (he often-requested auihoriiy for reimbursc- 
meni from the Health Care Finance Administration 
(HCFA) to VA medica) facilities for health care pro- 
vided. The term "Medicare reimbursement" has found 
its way into (he glossaries of strategic plans for reform- 
ing all the federal health care systems. Arbitrary 
denial of multiple proposals to legislatively authonze 
HCFA reimbursement for care provided in VA and 
DOD facilities to Medicare beneficiahes has become a 
point of contention in Congress. 

Precedent exists, both in law and in practice, to 
reimburse VA from the Medicare program under cer- 
tain circumstances. VHA has received Medicare fund- 
ing under authority provided in Title U.S.C. Section 
8153 for some of the cost of VA care, provided 
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Mcdicare-entiiled individuals are not eligible for such 
care under Chapter 17 of Title 38. The Indian Health 
Service also receives reimbursement from the 
Medicare trust funds. The IBVSOs will continue to 
advocate HCFA reimbursement to VA for care deliv- 
ered to any higher-income patient entitled to Medicare 
coverage. 

Parenthetically, as a matter of principle. VA should 
not collect third-party insurance reimbursement for VA 
medical care to service-connected disabled veterans 
for their service-connected conditions Congressional 
default should never defer full funding for health care 
services for those disabled in service to (he country to 


any third-party source of payment. It is difficult to 
categorize, as some have dared to suggest, the nation's 
commitment to health care for that group of veterans 
as a gratuitous concession. 

The IBVSOs continue to request — indeed, 
implore — that Congress definitively address the full 
calendar of legislative proposals listed on page xavii. 
Admittedly, the absence of major health care reform 
will make more difficult future enactment of legisla- 
tion mandating such changes for the VA medical care 
system. Yet nothing less than these imperative reforms 
will susuin the VA health care system through the tur- 
moil of the nation's health care revolution. 
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Guiding Principles 


T he four congresskmally chartered 
vcicrans’ service ofganizalions 
developed the FY 1996 Independent 
Budget upon the pnnciptes we. the IBVSO coauthors, 
share. have made few changes to last year's guide- 
lines since they are. for the most part, enduring precepts 
that reikct a shared, underlying philosophy regarding 
veterans' programs. 

For All VA Programs 

■ New appropriations must fund Congressional 
mandates. Statutory mandates without adequate 
appropriations are empty promises. Adequate 
funding must accompany tegislabon that creates 
new service irudatives; otherwise, implementation 
should be at the Department's discretion. Congress 
must categorically exempt a^opriations for 
patient care programs from federal budget seques- 
tration. 

■ Veterans ' service organizations need a formed role 
in VA strategic planning. Veterans have a propri- 
etary interest in the VA medical care system. TTrey 
have a right to help shape decisions about mission 
changes, construction plans, new program location 
and implerr>entation. program closing and affilia- 
lions. Congress must authorize regional boards to 
whom each “network" manager would respond. 
The strongest poliikaJ advocates of VA rriedical 
care programs' continued integrity are veterans' 
service organizations: their participation in plan- 
ning is essential to success. 


■ VA must have increased flexibility to redirect its 
scarce resources to the most appropriate and effi- 
cient use. In times of increasing fmarKriai aus- 
terity for all congressionally funded programs. 
VA management needs more control of its fund- 
ing and policies regarding VA spending, to 
encourage the most effective use of funds. For 
instance. VA must review the missions for ail of 
its facilities, convert facilities as necessary, and 
site and staff its facilities in those areas of the 
country that have the greatest need for veterans' 
services. Options for coniraciing both veterans' 
medical care and some benefits delivery must be 
investigated. For both health care facilities and 
regional offices, a geographic reconfiguration is 
necessary for VA resources to correspond to the 
veteran population. Realignment may require 
expansion or modification of existing facilities. 
Construction funding must ensure (he integrity of 
VA's physical plant. There must be no coven 
downsizing of system capacity through allowing 
facilities to deteriorate. 

For VA Medicol Core 

B Congress must entitle all mandatory veterans to 
the full range of VA medical services. Once admit- 
ted to the VA health care system, veterans and 
other care recipients must receive care in the most 
appropriate setting. VA physicians and facility 
administrators, in accordance with the patient's 
and his or her farruly's wishes, must choose the 
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appropriate location of patient care — inpatient, 
outpatient, nursing home or home-based cart — 
according to principles of proper patient manage- 
ment. The establishment of assured access to a full 
continuum of medical care for entitled velervts. 
including certain non-service-connected patients, 
is essential to high-quality care, r^ional planning 
and efTicient operatitm. [| is also imperative for 
success in recruiting patients under any competi- 
tive enrollment system. 

H Specialized care for veterans must remain the 
focus of the VA medical care system. Congress 
established the Department of Veterans Affairs' 
medical system to care for the specific needs of 
our nation's combat-injured veterans. Any suate- 
gic planning efforts must highlight this unique 
contribution VA makes to the national health care 
system. 

■ Veterans must always have the highest prioriry for 
VA medical care. The IBVSOs support the treat- 
ment of non-veterans within the VA medical care 
system when it is in the best interest of the veter- 
an patient and the community to allow it. In 
exchange, all honorably discharged veterans 
should have access to the system — VA must open 
its services to all non-mandatory veterans and their 
dependents as long as those individuals bring 
resources with them to cover the cost of their care. 
The IBVSOs also endorse and favor the enhance- 
ment of VA's structured shanng programs with the 
Depariment of Defense, academic affiliates and 
community medical facilities. In all instances, 
mandatory veterans must be assured an inviolable 
priority to access their health care system. 

■ Congress must ensure adequate financial 
resources for VA to execute its assigned medical 
care missions. VA’s financial structure must fea- 
ture mandatory funding that covers the cost of 
providing "basic" care to all entitled veterans, 
retention of third-party reimbursements, and 
appropriated funding to cover supplemental ser- 
vices. including specialized services, not desig- 
nated as part of a basic continuum of services 
available to all emiilcd veterans or otherwise 


funded by third-party reimbursemenl. VA must 
also receive appropriated funding necessary to 
execute its special missions of research, teaching 
and serving as a contingency provider in times of 
national emergency, as well as to maintain its 
infrastructure. 

■ Congress must provide the tools and support to 
"reinvent" a VA health care system as a worthy 
participant in the competitive medical market of 
tomorrow's health care industry. These instru- 
menls for changing the VA system are discussed at 
length in the "Medical Care" section. The IBVSOs* 
prescription for change emphasizes four ele- 
ments — to decentralize, to regionalize, to special- 
ize and to share. Access to a full range of medically 
necessary services is also essential to the plan. 

I Women veterans are entitled to the same level and 
quality of health care services, and the same 
access to those services, as male veterans. VA 
must complete renovation of facilities to meet cur- 
rent privacy standards, to accommodate women 
veterans’ gender-specific needs and to fulfill all 
other statutory and accreditation criteria. Contract 
options for the care of wotnen must be enhanced. 

H VA must better prepare to meet the special needs 
of aging veterans. VA must promptly conven 
excess hospital capacity to meet the increasing 
demand for nursing home care, outpatient clinics, 
functional rehabiliiaiion and other services for 
older patients. VA must tailor its affiliations with 
medical schools to ensure excellent care for the 
generation of needy World War II veterans. VA 
must summon the effort and resources to preserve 
its place in the vanguard of providing genalric and 
long-term care. 

B VA's medical school affiliations are essential to 
high-quality care for veterans. The two congres- 
stonally mandated missions — patient care and 
education of health professionaJs — are comple- 
mentary; enhancements to one program benefit the 
other. VA must make every effort to improve com- 
munication and coordination among its facilities 
and their affiliates. Affiliates must have an adviso- 
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ry role in planning for VA medical programs and 
concomitant responsibility and accountability for 
the delivery of care to veterans. Veterans’ service 
organizations must have an opponunity to influ- 
ence deans' committees' decisions that a^ect vet- 
erans' health care. 

B Vigorous resfarch programs are viial to the 
integrity of the VA health care system. The acade- 
mic medical model of integrated clinical care, 
research and education is universally accepted as 
the best means of providing the highest quality 
care. Compromising this model through current 
limitations of VA's research capability will under- 
mine the quality of care available to veterans. 

■ VA's mission to support the military medical ryr- 
tern in time of war or national emergency is essen- 
tial to the nation's security. VA must maintain its 
readiness to receive combat casualties and to pro- 
vide health care resources for people in areas dam- 
aged by natural disasters. 


For VA Benefits Delivery 

■ Entitlement, by dejinition. implies timely delivery ^ 
of benefits. Congress must legislate rea.sonable 
timeliness standards for benefit and service deliv- 
ery. Such legislation must then mandate sufficient 
funding to meet those timeliness standards. 

■ Veterans must not he subject to discriminatory 
denial or delay of cost of living allowances. The 
VSO authors of the Independent Budget have 
repeatedly assured Congress that veterans will 
support any COLA modification if it is applied to 
all federal departments, agencies and accounts. 

■ Veterans should have a national cemetery with 
available grave space in every stale. Currently, 
twelve states do not have open burial space. 
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Summary of 
Recommendations 


Benefits Programs 

A. Compensation, Pensions and 
Burial Benefits 

• Repeal the current restriction precluding 
Dependency and Indemnity Compensation (DiC) 
reinstatement for remarried surviving spouses or 
married children who become single. 

• Rederine veterans' mandatory and discretionary 
spending categories so that these categones 
conform to the intent of enacted authorizing 
legislation. At a minimum. Congress should 
authorize additional transfers from enisting 
mandatory budget authority to lund personnel 
costs of delivering authorized enliilements to 
veterans 

• Legislate, as an eniiilemenu reasonable timeliness 
standards for adjudicating compensation and 
pension claims. 

• Repeal the Omnthus Bud\iel Rn oncthatinn At7's 
provisions that eliminate the headstone or marker 
allowance and limit plot allowance eligibility. 

B. Reodjuslmen! Benefits 

• Authorize funding for all vocational rehabilitation 
benefits and services from the Readjustment 
Benefits entitlement account. 

• Legislate, as an entitlement, reasonable timeliness 
standards for VA's provision of vocational rehabil* 
iiation services to eligible vei»^ans. 


C Veterans Insurance and Indemnities 

• Continue these largely self-sufficient programs 
for veterans. 

D Home loon Progiom 

• Continue these programs for veterans. 

General Operating Expenses 

A. General Operating Expenses 

1. Claims Processing Backlog 

• Establish and meet reasonable limeliness 
standards for benefits' administration. 

• Tailor staffing levels to actual workload and not 
to a predetermined, arbitrary budget target. 

• Fully fund and support completion of ADP 
modernization. 

• Acknowledge, identify and correct systemic 
deficiencies in claims processing. 

• Conect inappropriate practices that contribute to 
delays and a backlog at the appellate level. 

2. Veterans Benefits Administration (VBA) 

• Fund pervmnel costs and equipment and 
technologies from mandatory spending accounts. 

• Give VA authority to replace old data processing 
equipment on a cycle rather than through large 
single acquisitions. 
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• Appropriate S800.U0() to maintain current data 
processing systcins while VA phascN in new 

N) stems. 

• Appropriate S4 million to replace obsolete 
personal computers. 

• Employ all available modem training 
technologies. 

• Appropriate S800.00() to pros ide remote accevs. 
through additional access ports, to VA's computer 
system. 

a. Compensation, Pension and Education 

• Hund necessary physical rcconfiguralioas of 
adjudK'aiion areas to lacsliiate a team apprixu h in 
claims processing 

• Aulhon/c and sonduci studies lo jsecnain it 
alicmaiixcs lo reniing I'rom CSA. more eflK'ieni and 
compeiiioe procurement and direci luntracis («< 
securiiy sersiees would save VA monc). Savings 
should reven lo VA accounts (or improv ing clam«s 
adjudication 

• Fund ceniraiieed (raining technology, at a starling 
cost of appmctmairly million, lo increase 
efrK'iency and kmg-ierm savings. 

• Aiiihorire and tumt a pilot study lo determine if 
reassigning respoiisibilily tor VA medical 
e«3inmaiK>ns from VHA to VBA would increase 
savings and efTiciency 

• Make separate appropriations for costs to operaie 
the Veietans Oaims Adjudication Commission. 

• Aulhon^e and fund studies to determine if various 
VA educational programs could be made nnne 
unitorm. thereby streamlining ihrir admintsiraiion 

• Consider whether evempiing tenain VA prcigr.iins 
from the burden of credit reform procedures would 
he advisable and eosi-effeciive. 

• Friend iunding due to expiie fur disposition ot the 
.Sen tt € Memhcr\ On upiiiut*tol Ctmvfrsum ttnti 
rrtitiiinK A$ Iff /W2 hul Uv which administrative 
eoMs coniinue 

• Imervene if VA's revision of its unempluyahdM) 
ratings regulations do not fairly, realistically and 
uniformly assess a veteran's employability 

■ Institute a new training program lo insiruci 

odjudieainrs on the mandalory nature of case law 
and its use and applicobiltiy liK’lude a process that 


accounts tor prt>pvr and legal adjudicalums. tnomiois 
compliaiKc and qutiliiy control, and studies 
appellaic drc'isH<ns iii ideiiiify problem aie.is 

• Kenew insiitutionjl and individual adjudicator 
commiimeni lo VA's guiding pmiciples for benefits 
admiiiisirjlion 

b. Veterans Services 

• Fund ^.44IJ full-time eiiiplovee equiv alcnis iFTF.F.sl. 
so lhai Veterans .Services may begin to satisfy 
rcasivnabk service levels 

• C'pdaie itflt-phiKK cquipiiieni 

c. Vocalional Kehabililation and 
C'ounselinji 

• Add Mid FTEFa to VtK Jilonal Rehabiliialinn and 
Counseling 

• Increase ihc cap on contract counseling funds 

• SuIfKicmIy lund vocational rehabtliiaiion revolving 
/und buns 

• Auihon;c non-pay iraining^Aork experience in the 
private sector 

d. l.oan CfUaranty 

• Retain staff m ihc Loan Guaranty Service and do 
nirt reassign them to claims pnKessmg- 

• Dti not increase the lv>un funding fee 

3. General Administration 

a. Board of Veterans* Appeals (BVAl 

• Appropriate to support BVAs FY 19% 

■raining acliviiics 

• Increase siaKing levels by 50 FTEF-s. 

• Provide suilKieni Iunding to continue ADP 
autonuiion 

b. (ieneral Counsel 

• Appropfiaie additional funds ut station attorneys 
with the Under Secretaiy lor Benefils and the Under 
Sc'crctary lor Hs-allh. 

• Fund necessary automated Jala processing 
equipment 

• CiHxluci an internal revK'w ol the pr4k'iices and pro- 
duclivtty of Prntesstortiil Sialf (»roup U 

• Fund training programs in preventive law. personnel 
matters, coniracimg and medteal center Jiredor 
legal responstbiliiics 

• Appropriate adequate funds for increased travel 
needs 
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• Ensure that precedenr opinions of ih« General 
Counsel are objective and unbiased. 

B. National Cemetery Systen^ 

• Appropriate $82 million to meet the burial needs 
of veterans and their families. 

• Increase FTEEs by at least IS to cover incremen- 
tal workload increases. 

• Provide at least $2 million in additional funds to 
reduce equipment backlog. 

• Study (he fcasibtUty of creating a second national 
cemetery to ease the demand for burial space at 
Arlington National Cemetery. 

• Enpand existing national cemeteries. 

« Recommit to a policy of providing an open 
national cemetery within 75 mites of 75 percent 
of America’s veterans 

• Pursue the goal of providing one open cemetery 
in every state. 

• Seek relief from historic preservation requirements 
at National Cemetery System facilities. 

Medical Programs 

A AAedicol Core 

1. Hospital Inpatient Care 

• With appropriate legislative reform of eligibility 
rules, divert 150.000 inpatients to outpatient and 
long-term care venues In FY 1996 and FY 1997. 

• Re-examine the types of patients treated in VA 
intermediate care beds. 

• Structure resources to care for inicrmediaie care 
patients in the most appropriate settings. 

• Reform eligibility to remedy some veterans' 
misplacement in intermediate care beds. 

2. Domiciliary Care 

• Expand the VA domiciliary program to 
accommodate an average daily census of 7.600 in 


VA's own programs and 4.000 in VA-sponsored xu 
domiciliary care programs in FY 19%. |p 

3. Outpatient Care 

• Increase outpatient workload to achieve the inde- 
pendent Budget target of 27.500.000 million staff 
visits and 1,880,000 fee-based visits in FY 19%. 

• Fund 50 '‘storefront*’ clinics in current vet centers 
and provide resources for 50 nurse practitioners or 
physician assistants and 50 one-half-time clerical 
staff members, with additional funding for benefi- 
ciary travel to VA medical centers. 

a. Prevention 

• OtTer rouiine diagnostic work for eaiiy disease 
detection and more effective, less intensive 
ireaimenis. 

b. Outreach and Education 

• Mobilize and appropnaiely fund such programs as 
VBA'sTranuiional Assistance Program and the Dis- 
abled Transiiional Assisiancc Program to ensure ihai 
’‘new** vcicrans recognize benefits for which they 
are eligible or entickd 

• Utilize “storefrotu" clinks in vet centers to educate 
veterans about basic healih issues and to refer them 
lo VA medical centers for more intensive trealment 
when necessary. 

• Continue lo support ihc effective and imponani 
Ktivtties of the Patient Health Education program 

c. Case Management 

• Expand managed care techniques to other programs, 
especially (hose treating veterans with specialized 
eve needs, such as spinal cord injury and psycho- 
social impairmefU-s. 

4. Long-Term Care 

■ Appropriate funds to expand nursing home 
capacity and implement innovative long-term 
care programs. 

a. Nursing Homes 

i. VA Nursing Homes 
• Increase the VA nursing home average daily 
census to l4.7SO>nFY 1996(15.080 under 
new luthoniy to reform access to services) by 
converting hospital beds, leasing nursing homes 
and entering into enhacKcd-use leases 

a. Hospital Bed Convenions 
— Conven three I TCMied hospital wards to 
nursing home use in FY 1996. 
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b. Nurving Hume Consiruclion 

— Fund four new l-0-b«J flUfsjnj 

FY IW* 

— E^ptfdiic complrtiun v'f VAconsioKtion 
projCCiN. 

c. Nursing Home Leases 

— Lease ivko l^(Fbed nursing honx’s ithrce 
homes under ncw> juihority lo reform 
access ui sersiors). for svhich VA 
personnel manage care and cifuipmeni. in 
FY IW6. 

d. Enhanced- Use Leases 

— F.xploil enhanced-usc arrangcmenis to aitd 
411 average daily census of 1 80 lo VA's 
nursing home census. 

— Fund activation costs for leased fucilities. 

a. State Nur.ung Hornet 

• Increase Mate nursing home average daily 
census 10 1 2.420 1 1 2.8S() under ness authorily 
lo relorm access to servicesi for FY IM%. 

• Fultill ihe obligation lo compensate stale homes 
for one-third of the average per diem cost of 
care for veterans in those homes. 

• Allow VA to refer veterans to state veierans 
homes and coniraci for nursing home care 
from them. 

///. Nurs 'mf^ Homes 

• Increase community-based nursing home 
census to 9.920 1 10.490 under new auihoniy lo 
relorm access to services) in FY 1996. 

Non>Institulional l.,ong*Term Care 
Alternatives 

Continue to suppiemenl inMi(uliona) programs 
w ith more non-insiitutiona) types of care. 
i Ho\piial- Based Home Care 

• Activate hospital -ba.sed home care programs 
in FY 1996 at the 96 hospitals ihai currenily 
tack them. 

<V. Respite Care Programs 

• Activate respite programs in FY 1996 at itw .V 
hospitals thai currenily lack them 

Hi. Hospu e Care 

• Expand the VA hospic'e program by creating 
community-based programs wriih existing 
H8HC teams 

ir. Adult Day Health Care 

• increase the number of hospitals with VA Of 


VA-spunsored aduU day health eaxe programs 
from 98 to 12.V 

V. Catnmunitx Residential Cure 

• F.siabiish community residential care programs 
at ihe 36 VA medical centers that do not offer 
such services now. 

c. Accommodating Veterans' Long-Term 
Care Needs 

i. Multilevel hmg-Tenn Care Fadlilies 

• Establish fvHir mululevel. long-term care lacili 
ties (o he associated wiih nearby VA regional 
referral tenteis. 

a. Geriatm Evuluaium and Management 
IGEM) Programs 

• Activate GEM programs in FT 19% at the 38 
hospitals ihai currenily lack them. 

Hi. Geriuiric Research. Education and 
Clinical Centers (GRECCs) 

• Establish nine genatric research, education and 
clinical centers, including one GRECX* dedi- 
cated to spinal cord injury ircaimcnt and 
rcseaah. in FY 1996 

• Iniiiaie a VA GRECC coordinator lo expedite 
resource and personnel shanng to enhance each 
center 

• Coordinate the GRECC research agenda with 
the National InMiiuic on Aging, and develop the 
program 

Bio-Psycho-Social Programs 
Coordinate responses to problems like 
homelessness, substance abuse, severe psychoses 
and post-traumatic stress disorder, which often 
contribute to one another, lo best treat the 
underlying causes of bio-psycho-social disorders 
in veterans. 

a. Homeless Programs 

• Expand hometew veterans programs that focus on 
enhancing vrirrans' independent living skills, 
such as the Health Care for Homeless Veierans 
(HCHV) programs 

• Expand care at new and existing sites through the 
types of programs shown in Table 13 on page 91. 

• Continue lo develop drop-in centers in communities 
with unmet needs and metropolitan areas and esiab- 
lish new Homeless Chronically Mentally 111 and 
Diimictliary Care for Homeless Veierans programs 
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• Coniinue colltborKivc projects and ponnenhips with 
other fedenl aficncies. state and local goveromenu 
and nonprofit organiaations. including veterans' 
service organiaaiions. to expand services for 
ttomeless veterans. 

b. (.ong-Tcmi Psychiatric Care 

• Enhance staffing and resources at VA‘s long-icnn 
psychiatric care facilities. 

• Develop innovative psychiatnc care programs that 
treat mentally ill veterans in less resthetive settings 
and expedite their return to the community 

c. Substance Abuse 

• Implement successful ne« treatment methods withm 
VA programs in a timely manner 

• Enhance program nexibtliiy and deal tviih substance 
abusers' ^lecial medical needs 

• Maximize opportumtics to ofTer community- based 
interventions when appropriate 

• Pursue opportunities to join research and 
treatment projects wiih other federal programs 
Ihal fund such projects 

d. Veterans* industries 

• Continue efforts to coordinate Veterans' Indusoies 
programs with private, nonprofit organizalKms and 
the Department of Housing and Urban Oevelopmeni. 

• F.siablish 75 housing sites for these programs in the 
community. 

e. Posl'Traunnalic Stress Disorder (PTSD) 

• Continue to target eligible veterans and address their 
specific PTSD ireaimeni needs with the types of 
programs shown In Table 16 on page 95. 

• Establish PTSD clinical treaimeni teams in 10 
additional VA medical centers 

• Enhance treatment resources at existing facilities. 

6. Programs for Veterans' Specialized 
Care Needs 

a. Female Veterans' Health iniliatives 

• Consider the women veterans' special needs when 
planning VA's future. 

• Publicize women veterans coordinators, who 
facilitate women veterans' entry to VA facilities 
through outreach programs 

• Continue implementing the VA Advisory Committee 
on Women Veterans. 

• Give coordinators direct access to factiMy directors, 
to assist administrative staff and factliiaie their 


women patients' access to gender-specific VA health xxiii 



• Accommodate privacy siandards for women, 
wiih adequate toilet and shower facilities in each 
VA facility. 

• Ensure women velerans' Kcess to specialized care 

• Provide counseling to women veterans who have 
experienced sexual abuse dunng active duty 

• Authorize funding for 50 new. dedicated FTHH-s for 
the Women Veterans Coordinators programs. 

b. Programs for Gulf War Velerans 

• Extend authorization for VA health care coverage 
for veterans* Persian Gulf illnesses related to 
their service. 

• Continue investigations into Gulf War veterans' 
unexplained ailments. 

• Continue outreadi efforts to provide services to Gulf 
War veterans 

c. Disabletl Veterans' Programs 

• Expand sharing agreements for these programs 
when excess capacity exists. 

• Share expertise in disabilities, to benefit not only vet- 
erans. but the entire disabled community 

f. Prosthetics Users' Services 

• Fully implement the Prosthetics Improvement 
Implementation Plan, particularly elemems ihat 
expedite purchasing. 

• Fund additional FTEEs to staff corNinuing and 
additional programs. 

• Coniinue to centrally control and monitor the 
prosihetics budget 

• Establish new onhoiic labs to provide veterans 
extended access to these services for veterans 

iV. Programs for Veterans with Spinal 
Corrf Oys^ncUon 

• Expand ^nal cord injury (SCI) training 
programs and provide special incentives for 
SCI-qualified nurses and therapists. 

• Coniinue to organize SCI ouipanant facilities 
under the chiefs of regional SCI referral 
centers. 

• DedKate a GRECC to the study of spinal cord 
injury in aging velerans. 

• Esublish a new SCI clinic. 
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• Fully fund the Independent Uivin^ Fund. 

Hi. Blinded Veterans ' Programs 

• Fund outpatient specialists to treat blmded 
veterans at VA medical centers without dedkai- 
ed rehabilitation facilities. 

• Experiment with funding earmarked from FY 
1995 to identify innovative, effective programs 
for blind rehabilitation 

• Add full time visual impairment services team 
(VIST) coordinators at the eight remaining 
medical centers that lack (hem. 

• Add operating beds to blind rehabilitation 
programs by creating additional facilities. 

7. Education and Training 

a. Resident Training Programs 

• Provide grants to five rnorc medical centers forihe 
primary care training program (PRIME) in FY 19% 

b. Residenls/Fellowships in High-Demand 
Specialties 

• Provide funds to support rcsidenis in high-demard 
specialties 

c. 'Hjition Reimbursement Program 

• Fund nursing tuition reimbursement and expand the 
program to employees in other health professions. 

d. Satellite Tekvision 

• Fund expanded satctiiie television programming, 
requinng 15 FTEEs. 

e. Career Field and Service Chief 
Development 

• Provide 20.000 unKv of mining lo service chiefs. 

r. AIDS-Related IVaining 

• Fund AlO.S-relaied training 

8. Human Resources Development 

a. Nurses 

• Continue lo moruior the implementation of 
amendments to the Nune Pay Act and problems m 
salary coinprvs\ion and pay reieniion 

• Recruit nurse practitioners to suppicmcni primary 
and preventive VA providers 

b. Physicians 

• Extend ion claim protection lo VA contraci 
physicians who arc treating VA patients. 

• Reprogram staff rcquiremenis to emphasi/c primary 
and preventive care needs 


C. Dentists 

• Strengthen VA-dmia) school affiliations and seek 
opportunities to share resources and facilities with 
denial schools 

• ht>vide 50 dental residency stipends, 

d. Physician Assistants (PAs) 

• Take correciivc steps to ameliorate retention 
problems and to improve recruitment of 
physician assistants by implementing more 
acceptable pay grades 

9. Information Resources Management 

• F-siublish a nonprofit VA infonnaiion services 
foundaiion lo faciiilaie the applicalion of non- 
uppropriated funding lo VA informalion sy^lcmv 
dcvclopmcni. 

• Invest $100 million in ibe VA information 
infrasiruclure in FY 1996. 

10. Pharmacy 

• Compieie improvements in inventory control for 
controlled substances. 

■ Complete consolidaiion of VA mail service 
pharmacies. 

11. Equipment Backlog 

• Retire a newly prtorili/ed eqmpmeni backlog 
Within the next five fiscal years. 

12. Non-Recurring Maintenance and 
Repair Backlog 

• Rciirc the non-recurring maintenance backlog 
wiihin ihc next four fiscal years. 

13. Medical Care Cost Recovery 

• Authorize retention of all payments collected 
from veterans' Insurers for ihe ireaimeni of 
non-service-relaied disorders. 

• Auihori/c subvention of Medicare funds for 
higher-incomc veterans. 

• Authorize collection and reieniion of all funds 
from ail external payers, including Medicare, 
private insurers and veterans' copaymcnis for 
trealmeni of higher-income veterans without 
approprtalion oll’seis. 


Offer grneraliNt *'rc-training‘' to specialtsts as a 
recruiimeni tool. 
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• Authorize ireaimem of veterans' dependents, at 
the dependent's expense and the local hospital 
director's discretion, to the extent that veterans’ 
access is enhanced. 

B. Medical and Prosthelic Reseoich 

• Incremenully fund a S336.6 million 
appropriation over FYs 1996-98 for medical, 
rehabilitation and health services research. This 
amount includes S290 million to meet current 
services requiremenls and $20 million more in 
FY 19% foe special initiatives 

• Establish a new “blue ribbon" research 
commission. 

1. Medical Research 

• Appropriate $234 million for biomedicai. clinical 
and prosthetics research. 

2. Rehabilitation Research 

• Appropriate $34.S million for irhabiliiatfon research. 

3. Health Services Research 

• Appropriate $49 million for health services 
research activities. 

4. Areas of Special Concern 

• Appropriate $20 million for special initiatives in 
the priority areas of aging, women’s health 
studies, AIDS and spinal cord injury programs. 

C. Medical Adminislration and Miscell- 
aneous Operoling Expenses (AAAMOE) 

• Appropriate $72.3 million and fund 804 FTEEs 
in FY 1996. 

• Review and implement recent work group recom- 
mendations that Deters, Thibault and Farsetta 
made on MAMOE's appropriate role within VA's 
management structure. 

D. Education Loan Repayment Progrom 

• Authorize the VA Educational Loan Repayment 
Program to replace the Health Educational 
Assistance Program. 

• Fund this new pro^m at $20 million in FY 19%. 


Construction Programs uv 

A. AAanagemeni Recommendations ® 

• Develop a strategic plan for VA's delivery system 
that corresponds to state and private-sector 
health care reforms. 

B. Major Consiruction 

• Appropriate S490 million for Major Construction 
projects, including leases for outpatient clinics 
and nursing homes. 

• Dictate selected replacement and modernization 
projects that provide natural hazard mitigation 
and modernize and upgrade the physical plant 
according to e.stablished priorities, based on 
competition under state and private-sector health 
care reforms. 

• Use new construction to complement leasing and 
bed conversions as a means of increasing available 
VA-operated beds for nursing home care. 

■ Appropriate funding for four new 120-bed 
nursing homes 

• Appropriate funding for two new VA 
domiciliaries. 

• Construct two new national cemeteries annually 
until the National Cemetery System meets 
previously stated goals of one open cemetery m 
each state. 

• Appropriate S 16 million to acquire land for 
national cemetenes in states with no available 
grave sites. 

C. Minor Consiruclion 

« Appropriate $269.8 million for Minor 
Construction projects. 

• Convert twelve 30-bed wards to nursing home 
care in FY 19%. 

• Appropriate $18 million for existing National 
Cemetery System construction projects. 
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»»vi D Parking Garage Revolving Fund 

^ • Provide Si.5 million for this fund, which 

rinances VA facility parking garage conMruclion 
and operation. 

E Grants for the Construction of Stole 
Extended Core Facilities 

* Provide SI80 million for these grants, to fund all 
pending applications for the state home 
programs. 


F Gronfs for the Constructiort of Stole 
Velerons Cemeteries 

• Appropriate S6 million to fund VA aniicipaied 
pn>pram requirrmenis in Pf 19%. 

G. Grants to the Republic of the 
Philippines 

* Appropriate the u.sual grant of S500.000 to meet 
the Manila facility's repair and renovation needs. 
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Legislative Proposals 


T he VA system exists to offer sup- 
port to veterans who have bemte 
the cost of haute. Eeneftts com- 
pensate veterans, their dependents and thetr survivors 
for service-related disorders that may affect veterans' 
future wage-eaming capability, contnbutc to loss of 
functionality and quality of life, and cause irreparable 
pain and suffering to veterans and their families. Other 
programs, like vocational rehabilitation, may help vet- 
erans reorient themselves to civilian lifestyle after hon- 
orable discharge or catastrophic injury or illness 
incurred in service. The veterans' medical care system 
exists to serve the special health care needs of veter- 
ans — panicularly. the health care needs that have 
arisen due to military service, such as spinal cord 
injury medicine, prosthetics and sensory aids, care and 
rehabilitation for the blind, treatment of post-traumai 
ic stress disorder, and other chronic disorders. Strong 
research and teaching programs, additional medical 
care missions, enable VA to maintain ihc integrity of 
medical care veterans receive. In addition, VA plays a 
.significani role as a contingency medical provider in 
national emergencies. The proposals below seek to 
strengthen the VA programs created to implement 
these mis-sions. 

Veterans’ Medical Care 

Eligibility and Services 

■ Reform eligibility for VA health care benefits. Give 
VA authoniy to provide the full continuum of VA 


health care services, including readily accessible 
primary care and long-term care, to Core-Group 
veterans. The Core Group includes the service- 
connected of all disability ratings, low-income, 
and all other veterans described in special cate- 
gories in Title S8. U.S. Code. 

■ Provide care to catastrophically disabled veterans. 
Include veterans who are or who become cata- 
strophically disabled as Core-Group veterans for 
the purposes of emitlement to VA medical services. 

■ Expand eligibility for readjustment services. 
Expand eligibility for readjustment counseling and 
follow-up mental health care, to include veterans 
of service in theaters of operations of any prior 
periods of war and veterans of service in areas in 
which United States personnel were subjected to 
danger from armed conflict comparable to that of 
battle with any enemy dunng a penod of war. 

■ Provide procreative and pre- and poshnatal care 
services, include in the VA dermitton of 'medical 
services’* those services designed to overcome ser- 
vice-ct^nccied and non-service-eonnected disabili- 
ties affecting procreation. 

■ Provide pre- and post-natal care in VA women 's 
health care programs for Core-Group veterans. 
These services ensure female veterans of the 
same access to a comprehensive continuum of 
care as men. 
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Funding 

® H Ensure adequaie congresstonaUy appropriated 
support for Core-entitled veterans ' health needs 
Ensure (hat Congress maintains its commitment 
to cover the cost of services in VA to entitled 
veterans by: 

• providing full funding support for u risk- 
adjusted premium from a mandatory spending 
account; and 

* ensuring that appropriations adequately sup- 
port additional services now offered to veter- 
ans under Title 

Depending on the breadth of a basic benefits pack- 
age. services may vary — for example, if the Clinton pro- 
posal had been enacted, such health care items as hearing 
aids, eyeglasses, custom-fitted prosthetics, spinal cord 
medicine, home improvements and struclural alterations, 
medicul supplies, comprehensive (ong-term rehabilita- 
tion services, aids for the blind, treatment for post-trau- 
muiic stress disorder (PTSD). treatment for conditions 
related to Agent Orange/ionizing Radiation (ACVIR) 
exposure, long-term mental health services, domiciliary 
care, and nursing home care in excess of 100 days would 
have been considered additkmal services. Under a less 
generous plan, mote services to which some veterans arc 
entitled would be considered “additional ** 

B Provide investment funding to VA medical centers 
to improve infrastructure, expand access and 
expand eligibility. States and the private sector will 
continue to reform the health care system, regard- 
less of federal activity. VA medical centers must 
have (he ability to recruit new patients and retain 
current users in the face of competitive allematives 
available in (he environments in which they oper- 
ate. To accTMnplish this, VA facilities must be geo- 
graphically accessible and “user-friendly.** They 
must be attractive and modem with some basic 
amenities, such as comfortable waiting rooms and 
telephones. Most impodantly. they must be able to 
core for (he “total** veteran and bis or her depen- 
dents. to ensure appropriate patient management 
and enhance patient convenience. 


B Cram carry-over authority for medical care fund- 
ing. Ensure that VA carries over to the following 
year funds not spent by the end of the fiscal year. 

B Allow VA to retain third-party reimbursement. 
Allow higher-income veterans and veterans' depen- 
dents to use the system when they or a third-party 
payer can cover the cost of care received at or con- 
tracted by VA. Authorize VA to retain ihird-pany 
payments for treatment of their non-Core-Group 
veteran beneficiaries Allow VA to retain Medicare 
funds and other third-patty reimbursement for the 
treatment of higher-income veterans and veterans* 
dependents in the .Medical Care account without 
offsetting congressional apprt^aiions. 

B Allow a portion of reimbursements to remain in VA 
facilities. Allow individual medical facilities to 
retain a specific share of reimbursements collect- 
ed. to encourage initiative and growth. 

B Allow VA medical centers ta use funds from all 
sources for marketing purposes they deem appro- 
priate for local community needs. Grant VA 
authority to undertake marketing efforts that allow 
adequate outreach to current VA users and others 
who may be allowed to enroll and (hat enhance the 
local and national image of VA. 

B Fund compensation and pension examinations 
from the accounts of appropriate benefits. Give VA 
legislative authority to transfer funds from the 
Compensation and Pensions account to the Med- 
ical Care account to cover the costs of examina- 
tions of these programs' bcncficivies 

B Shield VA from the impact of sequestration. Leg- 
islatively provide total exemption from sequestra- 
tion for VA medical care appropriations. 

Employee ond 
Monogemenl Issues 

B Eliminate arbitrary restrictions on full-time employee 
equivalents. Grant VA medical center directors the 
discretion to hire necessary staff within funds — 
including retained third-party funds — available to 
(heir centers. 
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Benefits Administration 


■ Increase pay for VA physU tttn assistants. Author- 
ize special pay or revise pay categories lo offset 
salary compression and retention and recruiimeni 
problems for VA physician assistants. 

■ Enact the “Whistleblower” Protection Act. Repeal 
77r/e exemption from the ‘'Whistiehlfmer" Pm- 
tection Act to protect from retaliation employees 
who report incidents of agency “wrong-doing.” 

B Extend immunity from tun liuhilny to VA- 
contract physicians. Extend to VA-coniraet 
physicians the same immunity from tort liability 
in medical malpractice claims that is accorded to 
regular VA physicians. 

Research 

fl Codify research merit revieM, hoards. The Inde- 
pendent Budget veterans' service organizations 
were concerned when the VA research merit 
review boards were dissolved in 1993, The merit 
review boards, consisting of panels of researchers 
external lo VA. served as the primary peer review 
mechanism for awarding VA research grants. The 
Independent Budget urges Congress to enact 
legislation that would re-establish and codify the 
merit review boards, to ensure the iniegniy. quality 
and independence of the VA research peer review 
process. 

Veterans’ Benefits 

Prolection of 
Enlitlemenf Progroms 

B Exempt VA benefits from thr "pay-go” provision 
of the Budget Enforcement Act. Remove the 
inequity that often results from this budget provi- 
sion and allow Congress to base new eniitlemems 
on the menis of establishing these bcnenis. rather 
than arbitrary budget rules. 

B Oppose the taxation of VA benefits. Seek legisla- 
tion expressly exempting VA bencriis from any 
form of taxation. 


B Establish mundaiors- timeliness standards. Pro- 
vide resources to meet mandated minimum time- 
liness Standards for processing compensation, 
pension, and adjudk'ulion claims and for initiating 
vocational and counseling services, or require VA 
to provide payment for such benefits on an interim 
basis fsx claims not decided in a timely (as defined 
by statute) manner 

B Repeal the one-year limitation on payment of 
accrued hemfits. Correct the injustice that occurs 
when VA delays and errors result in ihe pendency 
of a claim for a period in excess of one year and 
the claimant's death intervenes before the eventu- 
al favorable decision and the payment of benefits, 
by repealing 3H U.S.C. 5l2l1a} and authorizing 
award of all retroactive benefits due and payable 
lo (he beneficiaries enliilcd under Section 5121 
faHl)-l4y 

B Prtmde for correction of dear and unmistakable 
error (KCurring at the Board of Veterans 'Appeals. 
Seek legislation to allow a claimant to challenge 
an otherwise final Board decision on the basis of 
clear and unmistakable error, to require the Board 
to decide (he question and correct (he error where 
found, or to allow a claimant to seek judicial 
review of the Board's finding that clear and unmis- 
takable error was not committed. 

B Authorize increased compensatitm on the basis of 
a temporary total rating for hospitalizaiion or 
convalescence, to he effective on the dote of 
admission to the hospital or the date of treatment 
nr surgery that necessitates cvnvalescence. Seek 
legislation to exempt temporary lota) ratings from 
SH U.S.C. 5111. so (hat veterans will no longer be 
deprivexJ of the compensation needed to offset the 
total disability during ihe first month in which 
temporary total disability occurs and to remedy 
the inequitable delay in payment and adverse eco- 
nomic effects of current law. 

B Correct the ineguin- that exists in the requirement 
that mUiiary retired pay he reduced by an amount 
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equal to any disabilify compensation received. 
Provide for Ihe receipt of full miliury retired pay 
based on longevity along with the concurrent 
receipt of full VA dis^iliiy compensation on the 
principle that these two benefits are in no way 
duplicative but rather are based on two entirely 
different entitling factors. 

■ Remove the three-year limitation on the time for 
amending tax returns. Seek legislation authorizing 
the filing of amended federal income tax returns 
for penods preceding the Iasi three years to recov- 
er taxes incorrectly withheld from disability .sever- 
ance pay more than three years ago and to claim 
tax exemptions based on VA disability ratings or 
correction of military records, which result in 
awards of disability pay or compensation more 
than three years retroactively. 

Eligibilify and Services 

■ Reform Dependency and Indemnity Compensation 
(DlC). Provide DIC support for widows of those 
kilted in action at the same level as widows of 
totally disabled veterans 

■ Compensate non-pay training and work experi- 
ence for vocational rehabilitation in the private 
sector. Allow private-sector non-pay work expcn- 
ences to augment federal, slate and local programs 
as authorized settings for vocational rehabilitation. 


Other Benefits 

■ provide assistance for the punhose of automo- 
biles land adaptive equipment). Increa.se (he mon- 
etary assistance provided veterans for purchase of 
automobiles from S5,S00 to SI t.OOO. 

Cemeteries 

■ providing adequate funding for cemeteries. 
Authorize funding for VA to build a veterans’ 
cemetery in every state without an open site. 

Construction Programs 

B Relieve VA from federal acquisition regulations 
and VA acquisition regulations to allow for more 
cost-effective construction projects. Federal regu- 
lations. as well as VA's self-imposed regulations, 
drive up the costs of VA construction by as much 
as five percent, according to the National Institute 
of Building Sciences. 

The Role of the Veterans’ Service 
Organizations 

■ Establish a mandatory advisory role for VSOs. 
Seek legislation requiring (hat VSOs be included 
on all commissions, committees or boards involv- 
ing VA policy and planning efforis anticipated to 
have a significant effect on VA missions. 
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Benefits Programs 


The Nation 
which forgets its 
defenders will be 
itself forgotten. 

Calvin CuahJge 

Compensation and Pensions 

The Compensalion and Pensions appropriation 
funds compensation, pension and burial benefiis and 
miscellaneous benefits described below. 

Compensotion 

Compensation is paid to veterans for disabilities 
incurred or a|!gravatcd dunng active military service. 
The rale uf compensaiion depends upon ihc degree of 
disability, with additional payment tor dependents of 
veterans rated at JKt percent or greater. 

[)cpciidency and Indemnity Compensation tDIC) 
IS paid to survivors of scrviccpersons or veterans 
whose dcaihs occurred while on active duty or as a 
result of service-connected disabiliiies. For survivors 
of veterans whose deaths occurred prior to December 
y\. 1992. ihe rales payable depend on ihe veterans' 
miliiary ranks. DiC payments to sur\ iv ing spouses of 
veterans who died on or after January I. 199.'^. and 
those who elect to receive payments under P.L 102- 
5f}H arc. elTcctivc December I, 1994. S790 per month; 
an additional monthly payment of St73 is made to 


spouses of veterans rated totally disabled for a coniln- 
uous period of eight years immcdiaiciy pnK'eeding 
death. To be eligible for the $173 monthly add-on. 
surviving spouses must have been ntarried to the vet- 
eran dunng the eight-year period of total disability. 

ElTcctivc October I. 1994. survivors receive $2t)0 
per month for each dependent child. In addition, 
service-connected disabled veterans who use 
prosthetic or orthopedic appliances that tend to wear 
out clothing receive clothing allowances 

Pensions 

Pension benefits are paid to veterans aged 65 or 
older who were receiving benefits prior to Novem- 
ber I. 1990. to low-income disabled veterans of 
wartime service, and to their survivors. (There is 
no disability requirement for survivors.) Amounts 
payable depend on income imd number of depen- 
dents. Pensioners who have joined ihe rolls since 
January I. 1979. receive "improved law” pensions. 
These "improved law" pensions include an auto- 
matic annual COLA increase equal to the Social 
Security COLA and reduce pension amounts dollar- 
for-dollur for income from other sources; almost all 
income is considered in determining pension eligi- 
bility for "improved law" pensions. More than half 
of ihe pensioners and more than S4 of every S5 of 
pension funds arc paid under the improved law pro- 
gram. Older pension programs have major provi- 
sions that disregard income, with little or no 
reduction of pensions for income from other 
sources and no automatic annual increases. 
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Burial Benefits and 
Miscellaneous Assistance 

The Burial Bcneflls program pro- 
vides for: 

■ the payment of a S300 allowance 
(plus transportalion charges if 
death occurs under VA care) to 
reimburse in part buna) and 
funeral expenses of an eligible 
deceased veteran: 

■ the payment of SI SO for a plot 
allowance iTan eligible veteran is not buried in a 
national cemetery or other cemetery under the 
jurisdiction of the United States: 

H the payment of a burial allowance of up to SI, 500 
when a veteran dies as the result of service- 
connected disability; 

■ a flag to drape the casket of an entitled 
deceased veteran; 

■ headstones or markers for graves of veterans and. 
in certain cases, graves of eligible dependents: and 

■ authority to provide gravciiners for certain veter- 
ans interred in the National Cemetery System. 

Miscellaneous Assistance is provided to meet the 
needs of a select group of servicepersons. veterans and 
survivors. It provides for the following: 

Retired Officers 

Emergency ofTicen of Work) War I and cenain 
other officers who have retired because of service- 
connected disabilities are entitled to special benefits. 


Mortgage insurance 
Mortgage protection life insurance 
(for a maximum of S90.000, effective 
December 1. 1992) is provided for 
service-connecied disabled veterans 
who have received grants for special- 
ly adapted housing. Effective Sep- 
tember I. 1988, Public Law 100 322 
authorized funding for this program 
from the Veterans Insurance and 
Indemnities appropriation. 

The Dependency and Indemnity 
Compensation (DIC) 

The IBVSOs believe that the Omnibus Budgei 
Reconciliaiion Act (OBRA) provision precluding 
reinstatement of survivors' benefits for remarried sur- 
viving spouses or married children who become sin* 
gle IS discriminatory. Other federal programs — for 
example. Social Security. Civil Service Retirement 
System (CSRS). and the CIA Retiremeni and Disabil- 
ity System (ClARDS) — permit reinstatement of sur- 
vivors' benefits when a surviving spouse's remarriage 
is terminated. These programs also permit continuing 
eligibility if remarriage occurs after the beneficiary 
reaches a certain age. 

We see no reason why the Congressional policy 
regarding remarriage that applies to Social Security. 
CSRS and ClARDS should not apply to OIC. At a 
minimuni. DIC eligibility should be restored if a sur- 
viving spouse's remarriage ends. 

Recommendation 

Repeal the current restriction precluding DIC rein- 
siaiement for remained, surviving spouses or man^ied 
children who become single. 


? 

The IBVSOs believe thot the 
Omnibus Budgef 
Reconciliation Act provision 
precluding reinstotement of 
survivors' benefiK for 
remarried surviving spouses 
or married children who 
become single is 
discriminatory. 

- A 


Adjusted Service and Dependence Pay 
Claims made pursuant to the provisions of The 
World War Adjusted Compensation Act of 1924, as 
amended, are paid. 

Special Allowance for Dependents 

Under cenain conditions, dependents of certain 
veterans who died after December 31. 1956. but who 
were not fully and currently in.sured under the Social 
Secunty Act. receive a special allowance. 


Discretionary vs. Mandolory Spending 

OBRA allows entitlement programs, which 
mandatory spending accounts fund, to grow with the 
inflation rate. So-called discretionary spending pro- 
grams. however, are not accorded this status. In fact, 
OBRA of 1993 caps discretionary spending through 
FY 1998 at the FY 1994 level. This "cap” docs not 
allow for inflation 
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With respeci to veterans* benefits 
programs, however, the distinction 
between mandatory and discretionary 
spending makes little sense. For 
example, the costs of administering 
compensation and pensions programs 
are considered discretionary, even 
though compensation and pension 
benefits arc mandatory. The IBVSOs hold that a ben- 
efit entitlement cannot logically be separated from its 
accurate adjudication and timely delivery. If no 
employees are available to adjudicate benefit claims, 
an authorized entitlement is rendered meaningless. 
Why. then, are the means needed to adjudicate claims 
considered discretionary rather than mandatory'^ 

The consequence, of course, is (hat entitlement- 
delivery resources are thrown into the discretionary 
spending pot, where they are subject to the politics and 
pressures of such competing but unrelated Interests as 
the space station and housing programs. The results 
include underfunding of the Veterans Benefits Admin- 
istration (VBA) and. by any standard, adjudicative 
inaccuracy and tardiness. 

Ihc point, of course, is that budgetary categories 
should conform to reality. If authorizing legislation 
mandates a benefit or service, mandatory spending 
accounts should fund delivery of the benefit or service. 
Simply conforming the budget process to this reality 
would rectify much of the harm that the budget process 
has inflicted on veterans for decades 

Congress has recognized the logic of paying for 
VBA employees from mandatory spending 
accounts. Prime examples of these mandatory 
spending accounts arc credit reform and OBHA 
activities. Unfortunately, however. Ofi/IA-relaied 
activities are primarily geared toward eliminating 
entitlements. A recent example of paying for VBA 
employees from mandatory spending accounts is the 
new Die formula, effective January 1. 1993. We 
applaud the Veterans Affairs committees for their 
foresight and urge them to authorize funding for all 
personnel co.sts for entitlement delivery from 
mandatory spending accounts. 

Additionally, acceptable quality and timeliness 
standards must be integral to entitlement programs' 
funding if the programs are to have any meaning or 


substance. This does not diminish 3 
the need for efficient, innovative VA ^ 
management or Office of Manage- 
ment and Budget (0MB) and Con- 
gressional scrutiny of VA's 
administrative activities. To the con- 
trary, mandating quality and timeli- 
ness standards as entitlements 
provides a benchmark for achieving goals and mea- 
suring VA's administrative effectiveness, without 
penalizing veterans' programs beneficiaries. 

Reiotnmfruialions 

With these considerations in mind, the IBVSOs 
urge Congress to: 

■ Redefine veterans* mandatory and discretionary 
spending categories to conform to the intent of 
enacted authorizing legislation (at a minimum. 
Congress should authorize additional transfers 
from existing mandatory budget authority to fund 
personnel costs of delivering authorized eniiUe- 
ments to veterans): and 

■ Legislate as an entitlement reasonable timeliness 
standards for adjudicating compensation and pen- 
sion claims. 

Burial Benefits 

Burial benefits have historically represented 
Amerka's gratitude lo the families of deceased veter- 
ans. In many cases, these are the only bcnefiis paid for 
honorable wartime military service. 

VA predicts an increased demand for headstones, 
markers and burial flags. The mandatory use of grav- 
eliners in VA national cemeteries will likewise 
increase. 

Recommendation 

Congress should repeal OBRAs provisions that 
eliminate the headstone or marker allowance and limit 
plot allowance cligibiMly. 


▼ 

With respect to veterons' 
benefits programs, the 
distinction between 
mor>datory and discretionory 
^>ending molces little sense. 

A 
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* Readjustment Benefits 

B Fiu;al year 1995 approphaiions must fund the fol- 
lowing Readjustment Benefits programs for veterans 
and certain eligible dependents and servkrepersoas: 

Aii Volunteer Force Educational 
Assistance (veterans) 

(Chapter 30, Tale 38, US.C) 

This program, known as the Montgomen G.l. Bill 
(MGlBj Active Duty, provides educational assistance 
benents to veterans whose initial entry to active duty 
took place after June 30. 1985. The program's pur- 
poses are to help Armed Forces members readjust to 
civilian life after separation from military service, to 
promote and assist the All-Volunteer Force program. 
ai>d to aid the retention of Armed Forces personnel. 
Panicipanis must agree to a $)00-per-month reduction 
of their military pay for the first 12 months of active 
duty. VA pays basic benefits and DOD pays supple- 
mental benefits. Scrvicepersons who involuntarily 
separated from service after February 3. 1991. and 
who were not enrolled in MGIB may elect (phor to 
separation from active duty) to contribute SI. 200 and 
receive assistance under the MGIB specialized assis- 
tance program. 

All Volunteer Force Educational 
Assistance (reservists) 

(Chapter 106, Tale 10, (/.S.C) 

This program |Movides educational assistance to 
persons who enlist, re-enlist or extend an enlistment in 
the Selected Reserve for not fewer than six years after 
June 30. 1985. The program’s purpose is to encourage 
selected reserve membership. DOD and the Depan- 
meni of Transportation pay for the program, while VA 
administers it. 

Educational Assistance (dependents) 
(Chapter 35, TUie 38, US.O 

This program provides educational assistance ben- 
efits to children and spouses of veterans whose 
service-connected disability is rated permanent and 
total and to eligible survivors of individuals who die 
from a service-connected disability or whose service- 
connected disability was rated permanent and total at 
time of death. The program also provides benefits to 


dependents of scrvicepersons who are missing in 
action or whom a hostile government has interned for 
more than 90 days. 

Special Assistance to Disabled Veterans 
(vocational rehabilitation) 
(Chapter 31, Tale 38, US.C.) 

This program provides benefits to disabled veter- 
ans enrolled in vocational rehabilitation programs. 
Disabled veterans also receive payments for tuition, 
books, handling charges, supplies, equipment, and 
beneficiary travel. The program also provides extend- 
ed evaluation and independent living services for dis- 
abled veterans. 

Special Assistance to Disabled Veterans 
(housing grants) 

(Chapter 21, TUle 38, VS.C.) 

This program provides grants of up to S38.000 to 
help certain permanent and totally disabled veterans 
acquire specialty adapted housing units with fixtures 
or movable facilities that their service-connected dis- 
abilities make necessary. Veterans with service- 
connected blindness or loss of (or loss of use oO both 
upper extremities may receive individual grants of up 
to S6.SOO 

Special Assistance to Disabled Veterans 
(automobile grants and adaptive 
equipment) (Chapter 39, Title 38, 1},S.C.) 

This program provides f<^ a one-time grant of up 
to S5.500 for the purchase of an automobile or other 
conveyance for certain severely disabled veterans and 
scrvicepersons. It also provides for adaptive equip- 
ment necessary for safe operation of the vehicle. 
Veterans suffering from servicc<onnecied ankylosis 
of one or both knees or hips are eligible for only the 
adaptive equipment. This program also authorizes 
replacement or repair of adaptive equipment. 

y/ork-Study 

A student pursuing rehabiliucion. education, or 
training under Chapters SO. St. S2 and S5 of Title 38 
U.S.C. and Chapter t06 of Title tO U S.C. has poten- 
tial eligibility for a work-study allowance. Students 
enrolled m full-time programs may agree to perform 
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VA-related services and receive a work-study 
alk>wance. Veterans who have service-connected dis- 
abilities rated 30 percent or more receive preference. 

A student who agrees to participate in the work- 
study program may work up to 250 hours per semes- 
ter. Effective May I. 1990, a student pursuing at lea.st 
a three-quaner-time program (one-half-time for Chap- 
ter 3 1 veterans) who agrees to work up to 25 hours per 
week for the enrollment period receives the greater of 
the federal or state minimum wage. A student who 
agrees to work fewer hours gets a proportionally less- 
er amount. Students receive 40 percent of the amount 
of the work-study agreement in advance. 

State Approving Agencies 

This program reimburses state approving agencies 
for the cost of inspecting, approving and supervising 
education and gaining programs that educational insti- 
tutions and training establishments oHer and in which 
veterans, dependents or reservists enroH. The IBVSOs 
would like to note here that, beginning in FY 1994. a 
provision of the Dependency and Indemnity Compen- 
sation Reform Act of 1992. Fubtic Law t02-S68. links 
indexing of future increases in MCIH with the Con- 
sumer Price Index (CPI). The Omnibus Budget Rec- 
onciliatiort Act of 1993, Public Law 103-66, however, 
eliminated the MGIB COLA for FY 1994 and reduced 
the FY 1995 COLA by one-half. 

Veterans Insurance and Indemnities 

VA admini.sters or supervises eight life insurance 
programs that provide more than S507 billion of insur- 
ance protection to 6. 1 million veterans and members of 
the uniformed services. The amount of coverage VA- 
sponsored programs provide would make VA the 
fourth latgest life insurer in the country if it were a 
commercial insurance company. Four of the VA- 
adminisiered life insurance programs arc self- 
supporting; VA has also invested sufTicieni revenues in 
U.S. Treasury securities to meet these programs' lia- 
bilities without any appropriated funds. 

The Veterans Insurance and Indemnities (Vl&Ii 
fund is (he only veterans' insurance fund that requires 
an annual appropriation. The appropriation subsidizes; 


■ service-disabled veteran.s' insurance protection at 
standard premium rates: and 

■ disability payments when the disability is trace- 
able to the extra hazards of military service. By 
law. the government bears these premium subsi- 
dies and extra hazard insurance costs. Payments 
made from this fund include transfers to three gov- 
ernment life insurance funds and direct payments 
to insurers and beneficiaries. 

The largest category of obligations is the subsidy 
provided to ihe Service Disabled Veterans Insurance 
(SDVh fund This fund requires a subsidy because it 
provides life insurance protection at standard premium 
rates to veterans with service-connected disabilities 
and is. therefore, not self-supponing. 

Transfers are also made to the National Service 
Life Insurance (NSLl) and United States Government 
Life Insurance (USCLIF) funds to pay claims uace- 
abie to Ihe extra hazards of military service. 

The VI&I fund also includes the obligations and 
collections of a small NSLl program under which VA 
issued policies to veterans with service-connected dis- 
abilities between 1946 and 1949. The VI&I appropri- 
ation also provides disability payments to certain 
World War I veterans. These payments are total per- 
manent disability awards that originated under the War 
Risk Insurance programs, which ended in 1926. 

Also included under the VI&I appropriailon is the 
Veteraas Mortgage Life Insurance (VMU) program 
Public Law 100-322, enacted on May 20, 1988. trans- 
ferred the VMLI program's admmistraiton from a com- 
mercial insurance company to VA. effective September 1 . 
1988. In addition, this legislation transferred VMLI 
expenses funding from the Compensation and Pensions 
appropriations to the Veterans Life Insiuance and Irnlcm- 
nities appropriation. Effective Docemher I. 1992. this 
program provides S90.(X)0 in mortgage protection life 
insurance to individuals who have received grants for spe- 
cially adapted housing. VA issues policies at standard pre- 
mium rotes to individuals who are constdered health nsks. 
This increased coverage was granted to i)ie 2.000 policy- 
holders who had mortgages exceeding S40.000. only 1% 
declined die additional coverage. As a result of this new 
increase. VA issued an additional $54 million in coverage. 
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Except for Vl&l payments, veterans' insurance 
benefits programs are self-supporting. VA administers 
seven life insurance programs and supervises (he 
administration of an eighth. Servicemen's Group Life 
Insurance (SGLl). Under contract with VA. the Pru- 
dential Insurance Company administers SGLI through 
its Office of Servicemen's Croup Life Insurance 
(OSGLl). OSGLl disburses funds to the General 
Operating Expenses (GOE) appropriations to pay VA's 
supervisory expenses. 

VA's consolidated insurance funds fmance the fol- 
lowing insurance programs: 

■ United Stales Government Life Insurance (USGLI). 

■ National Service Life Insurance (NSLI). 

■ Service-Disabled Veterans insurance (SDVI). 

■ Supplemental Scrvicc-Dtsabled Veterans Insur- 
ance (SSDVI). 

8 Veterans Reopened Insurance (VRI). 

■ Veterans Special Life Insurance (VSLi). 

Standing legislation makes budget authority avail- 
able to USGLI and NSLI funds automatically each 
year: therefore. Congress need not act. Budget 
authority consists of net cash income in the form of 
premium payments, interest on securities, and Vl&l 
payments, which in FY I99S amounted to just over 
$1.4 billion. 

As of September 30. 1994, approximately 2.9 mil- 
lion USGLI. NSLI. VSLI and SDVI policies were in 
effect. Since the inception of these insurance programs. 
VA has issued more than 24 million policies. AsofFY 
1994. VA collected approximately $2.4 billion in 
income from these policies, disbursed $2.2 billion to 
policyholders or beneficiaries, and held $15.1 billion in 
reserve to cover future liabilities to these Funds. 

In 1992, VA paid annual cash dividends for NSLI, 
VSLI. VRI and USGLI before their normaJ anniversary 
dates. VA's primary purpose in accelerating payment of 
$408 million in dividends was to provide an economic 
stimulus. Legislation authorized a one-year open sea- 
son. covering September 1. 1991. through August 31. 
1992. during which NSLI, VSLI and VRI policyholders 


could use their dividend credits to purchase paid-up 
additional insurance. During this open season, approx- 
imately 101.000 policyholders increased their insur- 
arKC by an estimated $505 million. 

Pubtic Law t02-568, the Dependency and Indemnity 
Compensation Reform Act of 1992, among other things, 
modified VA insurance programs. Its modifications, 
which became effective December 1. 1992. include: 

■ increasing the amount of Servicemen's Group Life 
Insurance (SGLI) and Veterans Group Life Insur- 
ance (VGLI). from a maximum of SIOO.CKX) to 
$ 200 , 000 ; 

■ changing VGLI to a five-year renewal term policy; 

■ permiiiing service-connected veterans insured 
under SDVI who quality for a waiver of premium 
to purchase an additional amount of SSDVI, not to 
exceed $20,000; and 

■ increasing the maximum amount of VMLI from 
$40,000 to $90,000. 

At (he end of 1992, VA introduced a new dividend 
option, called net premium billing, which allows poli- 
cyholders to use their annual dividends to pay premi- 
ums. This option allows veterans to automatically 
apply (he dividend to the premiums. If the dividend 
amount is less than the annual premium, the policy- 
holder is billed for the balance. If (he dividend amount 
is greater, the excess amount is refunded, or used to 
buy additional insurance or to reduce an outstanding 
loan balance. Approximately 38 percent of the eligible 
policyholders have elected to use the net premium 
billing option. 

Home Loan Programs 

Congress created the Home Loan Guaranty Pro- 
gram (HLGP) in 1944 to assist veterans returning from 
wartime service who could not maintain suitable cred- 
it ratings or save for down payments on homes. Orig- 
inally. the legislation called for a sunset provision of 
five years; because of the program's popularity and 
success. Congress permanently codified it in Title J8 
in 1970. The Loan Guaranty Revolving Fund (LGRF) 
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financed ihc program’s operation Since its inception. 
VA has guaranteed 14.5 million loans, and approni- 
maiely 3.4 million Ioan.s are outstanding. 

For years, however, the LGRF required substantia) 
appropriations to maintain its solvency High foreclo- 
sure rates contributed to LGRF deficits; as prior 
Independent Budf^eti described, however, misguided 
0MB policies, ineffective management and insuffi- 
cient emf^oyees to administer the program added 
significantly to these deficiLs. 

Congress addressed these problems in The Veter 
ans Benefits Amendments of I9B9. This comprehensive 
legislation established the Guaranty and Indemnity 
Fund (GIF). GIF finances loan guaranty program opera- 
tions for loans made on or after January 1. 1990. A major 
feature of the legislation is indemnification of veterans who 
default on their home loans against liability to VA. 

In the event of an insoluble default. VA stands 
ready, through its contract of guarantee, to make good 
any loss the loanholdcr su.siains up to the guarantee 
amount. To offset e.spenses. Congress raised the basic 
loan guarantee fee from 1.00 percent to 1.25 percent 
(compensable rated, service-connected disabled veter- 
ans and surviving spouses of veterans whose deaths 
are service-connected are exempt from the fee). For 
loans with 5- or lO-percenl down payments. VA 
reduced the loan fee to 0.75 percent and 0.50 percent, 
respectively. For loans made between November I. 
1990. and September 30, 199). the Omnibus Budget 
Reconciliation Act (OBRA) of 1990 increased each of 
these fees by 0.625 percent. Thus, during this penod 
the basic fee was 1.875 perceni and the fees for 5- and 
lO-perceni down payment loans were 1.375 percent 
and 1.175 percent, respectively The OBRA loan fee 
increase '‘sunset” on September 30. 1991. and effec- 
live October 1. 1991. the pre-OB/M loan fees again 
took effect. Under OBRA of 1993. P.L 103-66. the 
fees borrowers pay to VA for a VA-guaranteed home 
loan increased by 0.75 percent of the loan amount 
(compcnsable-raled. service-connected veterans and 
surviving spouses of veterans whose deaths are ser- 
vice-connected are also exempt from this fee). The 
increased fee applies to loans closed between October 
1, 1993. and September 30, 1998. 

Another provision of P.L 103-66 establishes a fee 
of three perceni of the loan amount for veterans who 


previously obtained VA-guaranteed home loans. The 
increased fee does not apply to veterans who make 
down payments of at least five percent of the purchase 
price. This increased fee applies in the case of second 
and subsequent loans closed between October 1 . 1 993. 
and September 30. 1998. 

Two recently enacted laws have changed the Loan 
Guaranty program. 

■ P.L 103-353, signed on October 1.3. 1994. 
increased the maximum guaranty from S46.000 to 
S50.750. Since lenders typically will only lend up 
to four limes the amount of a veteran's eniiile- 
menl. this has the practical effect of increasing ihc 
maximum VA loan for the purchase or construc- 
tion of a home from St 84,000 to S203.000. 

■ P.L l03-d46. signed on November 2. 1994. makes 
several changes to the Loan Guaranty program: 

• It extends home loan eligibility to service- 
connected disabled reservists and surviving 
Spouses of reservists who died from service- 
connected causes. 

• tt allows a ime-time nnfv restoration of entitle- 
ment when the VA loan is paid off and the vet- 
eran still owns the property. 

• It expands the exceptions to the minimum 24- 
month-active duty requirement for veterans 
whose service began after September 7. 1980. 
The new exceptions are the same as those that 
ai^ly to the Chapter 30 education benefit. 

• it revises the Interest Rate Reduction Refi- 
nancing Loan (IRRRL) program to allow refi- 
nancing from an adjustable rate mortgage 
(ARM) to a fixed-rate mortgage, even if the 
fixed rate is higher than the current rate on the 
ARM. It also allows a veteran to add the cost 
(up to S6.000) of energy-efficiem improve- 
ments loan IRKRL. 

• It allows VA to accept proposed construction 
properties with individual water and sewage 
disposal systems without certification regard- 
ing the economic feasibility of installing pub- 
lic or community systems. 
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• h amende the Manufactured Home program 
(o make any unii that displays a certificate of 
conformity with federal construction 
standards eligible for VA ftnancing It also 
eliminates the requirements to inspect manu- 
facturing plants or to do onsite inspections of 
homes sold to veterans. It also enhances VA's 
authority to debar manufacturers. 

• It allows VA to accept conveyance of a fore- 
closed property, even if the loan holder over- 
bids at the foreclosure sale 

Credit Reform 

The Federal Credit Reform Act of 1990, P.L 101- 
50R. changed federal credit program accounting to 
make ii consistent with and comparable to accounting 
for noncredit transactions. The essence of credit 
reform is to separate the subsidy costs from the non- 
subsidized cash flows of credit transactions and to 
focus base budgeting and analysis on subsidy costs. 

To accomplish the preceding objective, credit 
reform separated federal direct and guaranteed loan 
programs into the following accounts: 

B Liquidating accounts — These accounts record all 
cash flows to and from the government resulting 
from direct loans obligated, and loan guarantees 
committed, prior to 1992, These accounts are 
shown on a cash basis All new activity in these 
funds in 1992 or later is recorded in the direct loan 
Imancing account. 

fl Program avcounts^ These accounts record the 
subsidy costs I'ur direct loans obligated, and loan 
guarantees committed, in 1992 or later, and 
administrative expenses for housing programs. 
The subsidy amounis are estimated on u net pre- 
sent value basis: the administrative expenses are 
estimated on a cash ba.sis. 

B Direct loan financing account — This nonbud- 
geiary account records all financia] transactions to 
and from the government resulting from direct 
loans obligated in 1992 or later. The amounts in 
these accounts provide a means of financing and 
are not included in ihe budget totals. 


B Guaranteed loan financing accounts— These 
accounts record all financial transactions to and 
from (he government, resulting from loan guaran- 
tees committed during or after 1992. 
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Suggested Benefit Improvements 

Because of inequities that result from current laws 
the IBVSOs seek improvements in the laws discussed 
below. The Independent Budget recommendations for 
benefits programs shown in Table 2 do not incorporate 
suggested legislative improvements. Wc also suggest 
a study to determine whether removal of the presump- 
tion of permanent and (ulal disability at age 6.*> is com- 
effective 

/. The One- Year Limitation On Payment Of At trued 
Benefits Should Be Removed. 

Periodic monetary benefits ui which an indi- 
vidual was entitled, but which hud not been paid at 
the time of death, are payable to certain survivors. 
These hcnefiis which ’‘aecfued** to a veteran bul 
had not been paid before the veteran's death nfiay 
be paid to the surviving spouse or children. 

Section Sill of Title .W U.S.C. limits this pay- 
ment to the benefits that accrued in the one-year 
period preceding the ending date of the deceased's 
cniillemeni. Therefore, if at the lime of death a 
veteran had just prevailed in an appeal and was 
eniitled to retroactive benefits for the period dur- 
ing which the claim was pending, all but the last 
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year would be lost. The surviving spouse or chil- 
dren. who also sufTercd economic deprivauon for 
an extended period because of an erroneous VA 
decision, would be barred from receipt of a sub- 
stantial portion of the benefits the veteran would 
have received but for death. 

With the time period for processing claims 
and appeals often being a matter of years, this lim- 
itation is inequitable. Both delays and variations 
in timeliness result in inequities. For example, if 
one VA regional office, due to greater staffing or a 
smaller backlog, adjudicated a veteran's claim 
within a year of its filing, but another VA regional 
office took two years to adjudicate the identical 
claim, the latter veteran would lose a full year of 
benefits because the regional office was slower 
Administrative variances should not affect enntle- 
ment in this manner. 

With the aging veteran population and the 
long delays in claims processing, more and more 
veterans are dying before their claims are final- 
ized. Accordingly, the IBVSOs urge Congress to 
remove this one-year limitation. 

2. Congress Should Amend ihe La^ lo Authorize 
Inc reased Compensation on the Basis of a Tempo- 
ran Total Rating for Hospitalization or Convales- 
cence to Be Effective, for Payment Purposes, on 
the Date of Admission lo the Hoipitol or the Date 
of Trealmenl. Surgery or Other Cirrumsiances 
Hecessiiating Convalewence. 

When a service-connected disability requires 
hospitalization in excess of 21 days, a temporary 
total disability rating is in order. This rating is 
eB'cctive the first day of hospitalization and con- 
tinues to the last day of the month of hospiial dis- 
charge. Similarly, where surgery for a service- 
connected disability iKcessiiaies at least one 
month’s convalescence or causes complications, or 
where immobilization of a major joint by cast is 
necessary, a temporary total rating is awarded 
effective the date of hospital admission or ouipa- 
tieni visit. 

While the effective date of the temporary total 
disability rating corTespor>ds to the beginning dale 
of hospitalization or treatment, the effective dale 


for the beginning of monetary entiilement is 
delayed, under 38 U.S.C. SHI. until ihe first day 
of (he month following the elTective date of the 
increased rating. 

This provision deprives veterans of any 
increase in compensation lo offset the total dis- 
ability during the first month in which temporary 
total disability occurs. This deprival and conse- 
quent delay in the payment of increased compen- 
sation for total disability often jeopardizes 
disabled veterans’ financial security and unfairly 
causes them hardships. 

Therefore, the IBVSOs urge Congress lo cnaci 
legislation exempting these lemporary total ratings 
under 38 C.FR. 4.29. 4.30 from the provisions of 
51/ f. 

3. Congress Should Repeal the Inequitable Require- 
ment that a Veteran s Military Retired Pay Based 
on Longeviry Be Offset by an Amount Equal to His 
or Her Disability Compensation. 

Former scrvicemembcrs who are reiircd from 
the military service on the basis of length of ser- 
vice must waive their retired pay in order to 
receive disability compensation from the Oepart- 
meni of Veterans Affairs. This is inequitable 
because military retired pay is earned by virtue of 
(he veteran's long service on behalf of the country 
Such veterans should noi be penalized for choos- 
ing the military service as their career rather lhan 
a civilian career with perhaps fewer sacrifices and 
greater rewards. 

That is exactly what occurs when a veteran 
must forfeit his or her retired pay to receive com- 
pensation for a disability that continues after ser- 
vice. probably throughout the remainder of the 
veteran's life. Just as with the disabled veteran 
who chooses a civilian career, the miliary retiree 
should be able to receive full military retired pay 
and full disability compensation. The IBVSOs 
urge Congress to correct this serious inequity. 

4 There Should Be an Exception to the Three-Year 
Limitation on Amendment of Tax Returns in the 
Case of Erroneous Taiaiion of Disabilitr Sever- 
ance Pay or in the Case of Retroactive Exemption 
of More Than Three Years. 
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Seciion 104(4) of Title 26 U.S.C. cxempcs 
from taxable income “allowance for personal 
injuries or sickness resulting from active service in 
the armed forces." Similarly, 38 U.S.C. SJOI(a} 
provides that benefits due or to become due under 
any law administered by VA “shall be exempt from 
taxation " In St. Clair v. United States, 778 F. 
Supp. 894 (ED. Va. 1991). the District Court 
afTirmed that the law excludes disability severance 
pay from taxable income. 

Nonetheless, the Iniemal Revenue Service 
(IRS) has taxed disability severance pay as regular 
income. It has now acquiesced in the District 
Court's ruling, and veterans may amend their tax 
returns to recover amounts illegally taxed How- 
ever the three-year statute of limilalions on 
amending tax returns prevents veterans whose ille- 
gal taxation occurred more than three years before 
the court's decision or their learning of this unlaw- 
ful taxation from recovering amounts the IRS 
unlawfully withheld. 

Additionally, where entitlement to disability 
compensation is established retroactively but not 
paid because the veteran received military retired 
pay during the penod. that ponion of the taxable 
retired pay that VA would have paid as noniaxable 
disability compensation but for the delayed award 
becomes nontaxable. The veteran may file an 
amended return to recover the exces.s taxes paid. 
Again, the three-year limitation would bar recov- 
ery of taxes for periods beyond that time 

Therefore, because of government error, dis- 
ability severance pay was erroneously taxed, and 
this may have occurred more than three years pre- 
viously. Additionally, retroactive compensation 
entitlement for more than three years would occur 
only in the case of awards delayed because of error 
reversed on appeal. In both instances, circum- 
stances beyond the veteran's control may prevent 
timely amendment of lax returns. An exception to 
the three-year limitation is fully justified to correct 
this inequity. 

The IBVSOs ask that Congress enact legisla- 
tion to remedy this problem. 


5. Congress Should Enact Legislation to Require 
Correction of a Board of Veterans' Appeals Deci- 
sion Involving Clear and Unmistakable Error. 

A decision of VA becomes final if it is not 
appealed within one year or if appealed and 
affirmed by BVA. As an exception to (he role of 
finality, a VA decision may be corrected at any 
time if it involves clear and unmistakable error. 

Clear and unmistakable errors are (hose that 
are undebaiable. They are distinguishable from 
questionable judgements and differences of opin- 
ion. They arc errors that have deprived and con- 
tinue to deprive VA claimants of benefits for which 
their entitlement is simply unquestionable It 
would be unconscionable to discover such error 
and not correct it, to continue depriving a claimant 
of benefits to which he or she is fully entitled. 

Clear and unmistakable error is fundamentally 
different from disputes in which neither side of the 
issue is conclusively supported and over which 
debate could go on indefinitely, or in which a 
claimant is unwilling to accept an adverse yet con- 
clusively supported decision. Those situations 
require a role that, at some point, ends (he dispute, 
whether to the satisfaction of both sides or not. 
Clear and unmistakable error, as an exception, 
does no violence to the rote of finality, however. It 
allows justice to prevail in cases where it has 
unquestionably been denied previously. It does 
not provide an avenue for unending debate. When 
(he allegation is made or the question is raised, it 
must stand fully on its own merits based on the law 
and evidence of record at the time the challenged 
decision was made, albeit VA sometimes will not 
concede the obvious and inevitable and therefore 
BVA or (he Court must declare the error on appeal. 
Beyond that, however, debate is put to an end. 
This narrow exception to finality results in a very 
small percentage of the cases VA decides. 

A recent decision by the U.S. Court of 
Appeals for the Federal Circuit limited a 
claimant's ability to seek remedy for clearland 
unmistakable error. This decision held that the 
veteran could not obtain correction of a clear and 
unmistakable error through a VA regional office if 


Benefits Programs 




188 


BVA had upheld the regional 
office's decision. While ihe 
Board may reconsider its decision 
on an appellant's motion, such 
reconsideration is discretionary. 

Therefore, where a clear and 
unmistakable err<H^ occurred 
because VA overlooked some dis- 
positive law or fact and the Board did the same, 
there is no course a claimant can lake if the Board 
is not inclined to correct its error. Unfortunately, 
as discussed under “General Operating Expenses" 
below, the Board is averse to this issue. As a 
result, an outright and undebatable error lingers 
uncorrected. and the fnistrated claimant lacks 
recourse. 

A House-passed bill in the 103d Congress 
irurluded provisions to correct this inequity but 
they were not included in the legislation eventual- 
ly enacted. The IBVSOs submit that such remedi- 
al legislation should be a priority for the 104th 
Congress. 

6. Congress Shouid Exempt Veterans' Entitlements 
from the “Pay^Go" Provisions of the Budget 
Enforcement Act 

The so-called "pay-go" provisions of the Bud- 
get Enforcement Act require that the costs of any 
new federal benenis or services be paid out of 
existing benefits or programs. Recently, this 
required one group of disabled veterans to forfeit 
part of their cost-of-living adjustment in compen- 
sation to allow Persian Gulf War veterans to 
leceive compensation for undiagnosed illnesses. 

Veterans' benefits are a cost of wv and main- 
taining military services. The benefits of one 
group of veterans should not be reduced in order to 
pay benefits due another group. If new conflicis 
were to occur, more and mem veterans would 
share a fixed amount of funds, thereby diminish- 
ing each group's benefits. 

Therefore, the IBVSOs support legislation to 
exempt VA benefits and services from the 
go" provisions of the Budget Enforcement Act. 


7. VA Should Conduct a Study to |I 
Determine if Ihe Removal of Ihe ^ 
Presumption of Permanent and 
Total Disability for Pension Pur- 
poses at Age 65 Resulted in Savings 
or Whether Costs of VA Examina- 
tions and Record Development 
Outweigh Potential Savings. 

Public Law 101-508 removed the age 6S pre- 
sumption of permanent and total disability and 
required development of evidence of permanent 
and total disability. It is suspected that this provi- 
sion. designed to result in savings, may in fact cost 
the government more by reason of the added 
administrative costs and that entitlement to pen- 
sion is nonetheless shown in most of these cases 
notwithstanding removal of the presumption. 

VA should therefore conduct a study and make 
appropriate recommendations to Congress in the 
event the current provisions are found to be coun- 
terproductive. 

Opposition to Benefit 
Reauction/Elimination 

There is perhaps no area in which the unanimity 
among the IBVSOs is more evident than their opposi- 
tion to misrepresentations about the deservedness of 
veterans' benefits and efforts to erode or eliminate 
them. Such initiatives run counter to rational, equi- 
table and practical considerations. 

For disabled veterans, (he saying that something 
“costs an arm and a leg" becomes literal when quanti- 
fying the personal costs of war. Veterans disabled dur- 
ing service to their country quite often show physically 
the destruction to parts of their bodies by the instru- 
ments of war. These physical deformiiies no doubt 
serve to spur the conscience of most in this grateful 
nation. These disabilities, which veterans suffer for 
the remainder of their lives, have profound effects, not 
only in terms of economic loss from decreased work 
efficiency and limitations on career advancenreni. but 
also in the overall quality of life. 

A veteran who is blind can never again sense and 
appreciate life in the same way the rest of us do. Daily 
life is full of inconveniences and aggravations that 
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] 2 would fnisifaie most of us. A veteran 
^ who uses a wheelchair confronts 
obstacles in nearly every activity of 
daily life, such as stairs in relatives' 
homes, restaurants and public places. 

The inability to ambulate not only has 
a severe industrial impact, it precludes 
many of the social activities the non- 
disabled t^e for granted. The physi- 
cal. mental and social devastation of disabilities is 
limitless and frequently affects the disabled person in 
such subtle and hidden ways that the non-disabled 
never sense it. 

Yet. there are some who would penalize the 
service-connected disabled who. by the grace of 
opponunity and the success of unusual determination, 
overcome or lessen the economk: loss associated with 
disability. There are some who advocate penalizing 
the disabled veteran because of income or assets that 
result from good fortune totally unrelated to the gov- 
ernment or any ability to overcome the service-con- 
nected disability. Based on income or perhaps the size 
of a veteran's estate, these people would offset or elim- 
inate the veteran's disability compensation through a 
process known as “means testing." 

It has always been the sense of the American peo- 
ple and the policy of our government that disabled vet- 
erans not have their ambitions and opponunitics 
defeated or constrained by arbitrary rules that penalize 
effons to overcome their disabilities and thereby con- 
demn them to lives devoid of any chance of personal 
advancement or enrichment. For example, since its 
first version. VA's Schedule for Rating Disabilities has 
always been founded on the principle that disabilily 
ratings are ba.sed on the average impairment in earning 
capacity and not individual success in overcoming it. 

Many disabled veterans have, despite their disabil- 
ities. made invaluable contributions to society through 
work in the government and private sector. It is incon- 
ceivable that the Secretary of Veterans Affairs, for 
example, would be deprived of the compensation he is 
due for service-connected disabilities, merely because 
he has excelled and now receives a salary for his ser- 
vice to veterans as the head of VA. 

It is completely unfair that a totally or partially dis- 
abled veteran would lose his or her compensation 


because of monetary gain from some 
collateral source such as an inheri- 
tance. Similarly, it is unfair that a vet- 
eran would lose his or her 
compensation, independence and per- 
haps dignity because he or she has a 
successful spouse who e.'ims enough to 
require forfeiture of the compensation. 
Means testing restricts disabled veter- 
ans' potential to rise above a govemmenially mandated 
economic status and station in life. Means testing sim- 
ply offends fundamental principles of fairness. 

A group that ironically calls itself the Xoncord 
Coalition" (after a “heroic battle” in which the people 
“answered the call to arms and courageously Mood 
together”) advocates means testing of those whose 
annual income, including compensation, exceeds 
S40.000. In its publication. The Zero Deficit Plan, the 
Concord Coalition states: “When the nation promised 
these benefits and services, it underestimated how 
much they would cost. Now. we must face the 
unpleasant truth that we can no longer afford to keep 
those promises fully.” 

It is indeed shocking that our government would 
seriously entertain such a suggestion. This says that 
our government places no value on promises— that it 
would readily disregard moral obligations. The gov- 
emmenu as a role model, would communicate to our 
nation's youth that it is perfectly acceptable to break 
promises when it is inconvenient to keep them. Are 
our leaders so incapable of finding solutions that they 
would abandon this nation’s disabled veterans, that 
they would renege on (his nation's responsibility to its 
defenders who have sacrificed and will continue to 
suffer the lasting effects of disability the remainder of 
their lives? 

Compensation, specifically, and veterans' pro- 
grams. overall, are comprising less of the federal bud- 
get year after year. The suggestion that the nation 
impair its covenant with veterans, that it disavow its 
obligation, that it disregard the vested nature of this 
benefit, fails to take into account the purpose of this 
benefit, fails to recognize that it is a trust established 
by this nation for its disabled veterans, and fails to 
appreciate the principle that this is something the value 
of which lies in its inviolable status and its exemption 
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from aberrant trends or capricious governmental 
actions. The suggestion that disabled veterans be 
penalized in this manner ignores the fact that compen- 
sation for veterans disabled in service is not the cause 
of the budget problem. This suggestion also fails to 
consider the effect of necessary annual income verifi- 
cation for all service-connected veterans upon a strug- 
gling VA claims system that cannot process the 
caseload it now has in a timely fashion. 

The Concord Coalition also makes the similarly 
unprincipled suggestion that the government simply 
terminate compensation payments to service-connected 
veterans with less than 30 percent disability. This 
would mean that all veterans with moderately severe 
muscle injuries from gunshot or shell fragment 
wounds for which the rating schedule provides 20 per- 
cent would lose their compensation. It would mean 
that veterans with paralysis rated severe for some 
peripheral nerves and rated moderate for others would 
no longer be compensated. Such rash propo.sals reveal 
their proponents' lack of understanding. 

The suggestion of taxing disability compensation 
is equally misguided Bcnefils paid for disability have 
traditionally been exempt from taxation. To tax peo- 
ple's disabilities is an extreme that offends notions of 
fairness. Society simply does not consider it necessary 
to place this added burden on persons already disad- 
vantaged by disability It becomes all the more inap- 
propriate when directed toward veterans disabled in 
the service of their country. This prompts the question, 
have we become a society that has no regard for the 
prcdicamcni of the disabled? Is our desperation so 
great that we would abandon our values and lax what 
is intended as some measure of relief from misfortune? 

it is certainly reasonable to assume that, because 
compensation rates for total disability are below medi- 
an incomes, the rates already reflect an adjustment for 


taxes. It might well be that the historical lack of taxa- 
tion of compensation reveals a common sense 
approach that recognizes it is not cost-effective to pay 
higher rates of compensation only to incur the admin- 
istrative expense of recouping a portion of those bene- 
fits as taxes. In any event, taxation of the relatively 
modest compensation of disabled veterans, who but 
for their disabilities might have pursued much more 
economically rewarding careers, is unwarranted. 

The rational, practical and equitable arguments 
against measures to reduce, eliminate, tax or “means 
lest" disability compensation are numerous, and it is 
beyond the scope of this publication to deal with them 
more comprehensively here. But. the IBVSOs hope 
the fact that these plans would all constitute an uncon- 
scionable abandonment of this nation's moral obliga- 
tions should alone be enough to steer lawmakers to 
other considerations. The IBVSOs intend to refute the 
convenient, misleading arguments that disabled veter- 
ans ore either to blame for the nation's budgetary dif- 
ficulties or are undeserving of compen.Naliofl for their 
service-connected disabilities. Through budget recon- 
ciliation. veterans have already lost billions of dollars 
in entitlements. They have willingly shouldered their 
share of the burden, as they did earlier in the service of 
their country. 

The IBVSOs do not believe that the sons, daugh- 
ters. spouses, other relatives, friends and neighbors of 
veterans support or desire governmental actions that 
are detrimental to veterans* well-being. Nor do we 
believe that the citizens of this country, who have a 
special reverence for veterans, arc ready to abandon 
(he nation's moral obligation to those disabled in the 
service of the Country. Wc do not believe, as the Con- 
cord Coalition would have it, that the moral fabric of 
this nation has so unraveled that its citizens no longer 
honor and appreciate the solemnity of its promises. 
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Introduction 

Fiscal year 19% reprcsenis ihc clghih citnsecuOve 
year (he IBVSOs have presenied an hdeftendeni Bud' 
gift for General Operating Expenses (GOEl. As we 
have previously stressed, berienis and iheir timely 
delivery are inseparable This principle is the comer- 
s(one of the IBVSOs* funding recommendations How- 
ever. we do not maintain here that claims backlogs and 
delays result solely from inadequate resource^ On the 
contrary, we believe that flaws in the processes them 
selves act in concert with inadequate staffing and 
resources to cause this problem. We therefore suggest 
reform of the claims fM'ocessing system along with ade- 
quate funding to correct this problem. 

There can be no question that lack of timeliness in 
claims adjudication is one of the most serious prob- 


lems facing VA. In its September 1994 report “Veter- 
ans' Benefits; Lack of Timeliness, Poor Communica- 
tion Cause Customer Dissatisfaction** (GAO/ 
HEHS-94-n9). the General Accounting Office slated: 
“The time it lakes VA to pixx'evs claims was by far the 
greatest source of applicants* dissatisfaction, according 
to our survey.** Although excessive delay causes a loss 
of public confidence in an agency, it would be a mis- 
take to view this lack of timeliness a.s having no conse- 
quences other than cUimani dissatisfaction. With an 
aging veterans* population, there is a \ery real danger 
that veterans may die before their claims are decided. 

Claimants for VA benefits often must endure eco- 
nomic hardships tor long periods of lime while they 
await benefit determinations, all the while living with 
urK'cnainty about the future. Many of these claimants 
sutler serious disability Delays cause further financial 
loss and physical and mental suffering. VA benefits are 
intended to be a source of relief from worry, disability 
arK) economic hardship, not a source of added distress. 
In these instances, justice delayed is truly justice denied. 

And it is in this context that we address the ills and 
needs of the Veterans Benefits Administration. The 
problems with claims backlogs and consequent delays 
are not solely attributable to VA regional offices, how- 
ever. Deficiencies at the administrative and judicial 
appellate levels combine with those originating at the 
regional office level to complicate and compound the 
problem. For that reason, the IBVSOs have taken a 
somewhat different approach this year by juxtaposing 
and iniegraimg our analysts of the appellate process 
with regional office claims processing 
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16 General Operating 
■ Expenses 

Cloims Processing 
Bocklogs 

As of ihc end of November I9V4. 

VA had 468.620 compensation and 
pension coses pending. Original dis- 
ability claims were taking an average of 168 days to 
complete. Reopened claims were taking an average of 
135 days to complete. Response time for BVA. the 
time it will take to issue u decision for a new appeal 
entering the system, is an average 8.50 days 

A VA survey shows that VA claimants think nine 
weeks is a rea.sonable time in which to process an ini- 
tial disability compensation claim, seven weeks for a 
reopened compensation or pension claim, six weeks 
for a dependency and indemnity compensation claim, 
and seven weeks for an initial disability pension claim. 

In its repon. ibe General Accouniing Office rec- 
ommended that the Secretary of Veterans Affairs 
should direct the Under Secretary for Benefits to “set 
long term goals to meet customer expectations for pro- 
cessing limes, and prepare a plan describing the incre- 
mental steps necessary lo meet them.** 
(GAOff^EHS-94.i79 ai 20.) 

Analysis and Suggested 
Corrective Measures 

The VA should establish and meet reasonable 
timeliness standards for the administration of benefits. 
This can only be accomplished if Congress provides 
VA with the resources necessary to accomplish the 
goat and VA identifies deficiencies within the system 
that do not result from underfunding and that are with- 
in VA's control and ability to correct. 

Obviously, reasonable timeliness is a subjective con- 
cept. Nonetheless, (here is general agreement that cur- 
rent processing times are not reasonable. The timeliness 
standards must of course include actual time it lakes, 
based on work measurement data, to accomplish the 
processes involved in the adjudication itself. Average 
record development time, refieciing response time for 
records sources, must be added along with the amount of 


tune required for transfer between 
functions. (Although delays in connec- 
iKm with obtaining records from non- 
VA sources and VA are sometimes 
unavoidable. VA should make every 
effofi to establish procedures that min- 
imize the lime required to obtain 
records.) 

The amount of time the claim is idle because 
of backlogs should be much less than currently seen. 
Given the inevitable fluctuation in workloads and the 
neccs.sily to avoid workers being idle, a zero backlog is 
neither realistic nor desirable. Some reasonable, man- 
ageable reserve of pending caseload is perhaps a 
necessity, at least until VAcan complete its program to 
cross-train employees to perform alternative functions 
as necessary. Realistically, there is probably little dan- 
ger of VA having no backlog. 

Wiihoui the necessary resources. VA*s best efforts 
cannot succeed. Congress must provide for adequate 
staffing and needed automated data processing systems. 

Staffing levels must be determined by actual work- 
load and not be tailored to a predetermined arbitrary 
budget target. Mandatory >pending accounts should 
fund appropriations for administering veterans' bene- 
fits. Adequate funding will allow the Veterans Bene- 
fits Administration to recruit and retain a sufficient 
number of well-trained employees to ensure timely 
claims adjudication by creating a rational system of 
measures that establishes a workforce mindful of and 
in concert with established workloads In short. VA 
should realistically assess its employment needs based 
on reasonable timeliness standards, and Congress 
should auihori/.e the required staffing levels. 

Such measures would alleviate the i>eed for costly 
overtime, which is only a stop-gup. short-term fix. 
Such ‘'band-aid*' appniaches treat the symptoms and 
not the chronic disease, thereby permitting the same 
problem to recur again and again. Except during iso- 
lated. episodic system overloads, overtime simply is 
not a cost-effective method for claims processing. 
Beyond the increased cost in wages, diminishing 
returns from employee burn-out and resulting 
decreased productivity lead to a double-barreled effect 
in declining efficiency 
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There can be no quesHon 
that lock of timeliness 
in claims odjudication is 
one of the most serious 
problems focing VA. 
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Wiih VAs massive workload, there is no accept 
able Nubstilutc for adequate tools in accomplish the 
|ob: there is no acceptable alternative to modem auto* 
muted data processing (ADP) systems. The work can- 
not be performed promptly and efficiently without the 
aid of such systems. 

Much has already been done toward ADP modern- 
i/alion. and VA continues to phase in more systems, 
but there must be a commitment by Congress to fully 
fund und support completion of the program. 

The rnodemi/alion plan involves (hav stages of 
technology acquisition, beginning with Stage i hardware 
and sivfiware to implement 19 traasiiional applications, 
followed by Stage II acquisition of dixumcni imaging 
hardware, and tinally Stage III integrated and ccnirali/cd 
systems. (The modemi/alion program. ii.s applications 
und benefits are discussed in more detail below.) 

Any debate that this modernization is not essential 
to the future of the claims processing functions is eas- 
ily refuted by merely considering where VA would be 
today without benefit of the added efficiency and 
increased productivity these systems have brought. 
There was once a lime when large operations func- 
tioned without photocopying equipment, facsimile 
machines and modem communications systems, but 
those tools are now essential to the efficient operation 
of businesses and government. The same is true for 
modern data processing systems, an area in which VA 
was previously far behind. 

Staffing and data processing resources arc not the 
lota) answer to bringing VA‘s pending caseload under 
control. First. VA must acknowledge that there arc sys- 
temic deficiencies in its claims processing. Second, it 
must identify the specific (deficiencies. Third, it must 
make a dedicated effon to correct those deficiencies. 

Underlying deficiencies arc readily revealed in 
such factors as the large proportion of cases that must 
be remanded by the Board of Veterans' Appeals (BVA 
or Board) to have regional offices correct inadequate 
records. Local problems may be revealed where deci- 
sions of a particular regional office are overturned by 
BVA in large numbers. 

it is startling that the Board of Veterans' Appeals' 
remand rates were running at 55 percent for the first 
half of fiscal year 1994 and 48..^ percent at the end of 


fiscal year 1994. The percentage of cases that were 17 
remanded more than once grew from 2 percent in fis- g 
cal year 1991 to 10 percent in fiscal year 1994. In 
addition to these remands. 18 regional offices had 
more than 20 percent of their cases overturned by the 
Board. Nationally. 17.5 percent of the cases BVA 
received In fiscal year 1994 were reversed. The 
reversed and remanded cases together comprise 65 
percent of the Brvard's total dispositions. Thus, nearly 
two-thirds of the cases appealed to the Board dunng fis- 
cal year 1994 were defective, requiring either reversal 
nr remand 

Trends in appealed cases may also reveal more 
suhilc indications of specific deficiencies. The share 
of appeals involving scrvice-connecUHi disability ctim- 
pcnsaiion grew from 76.2 peaent in 1978 to 83.4 per- 
cent in 1994, 

These VA claimants, many of whom arc ultimate- 
ly shown to be deserving of the benefits denied, must 
wait for unacceptably long periods of tirra; just to gel 
ihcir appeal before the Board. For example, fiscal year 
1994 statistics show an average of 376 days elapsed 
lime between the filing of a nonce of disagreement and 
the date the appeal ts received by the Board. 

Total appellate processing time is even more 
shocking. This timeliness indicator measures elapsed 
processing time between the filing of an appeal with 
VA and the final BVA decision on ihai appeal. During 
fiscal year 1994. the average total af^llaie processing 
cirTK for appeals involving no remands was 678 days; 
appeals involving one remand. I.UI6 days; and more 
than one remand. 1.350 days. These times do not 
include the processing lime for the claim at the region- 
al office, and. of course, do not include the lime 
required for review by the Court of Veterans Appeals, 
if necessary. Waiting times for VA claimants are mea- 
sured m terms of years rather than days or months. 

There arc troubling indicators that BVA unneces- 
sarily lengthens the process by inappropriately 
remanding cases that it should not and need not 
remand. The most revealing indication of invalid 
remand practices of the Board is the discovery that 
Board attorneys were removing evidence from veter- 
ans' clatovs folders to justify further record develop- 
ment and remand to the regional office for that 
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IS purpose. Reman4s involve less effort than decisions 
^ on the merits. Prior to this revelation, allegations that 
such underhanded practices actually go on within VA 
would have been dismissed as radical and exaggerated. 
Unfortunately, less drastic, yet inappropriate, remand 
practices continue. 

One of the more regularly seen justifications for 
remand is a "stale examination.** This is a situation 
where an examination was conducted for adjudication 
purposes when the claim was decided at the regional 
office, but (he Board notes that, due to the extended 
pendency of the appeal, (hat examination is now a year 
or more old and remands for a more current examina- 
tion. Of course, under that theory and practice, the 
Board would never reach a point when it could decide 
the case, assuming that there continue to be backlogs 
that result in long delays in the case being referred to 
(he Board. On each occasion, and inderinitely. the 
Board could again remand because the examination 
had grown stale. Moreover, (his practice disregards 
fundamental concepts underlying appellate review 
functions and circumvents the law. 

In the typical "stale examination" case, the exam- 
ination was current when the regional office made its 
decision. The veteran obviously did not appeal 
because of a stale examination. Rather, he disagreed 
with (he determination that the examination did not 
establish entitlement to a higher disability rating. The 
question before the regional office rating board and 
(he question to be reviewed on appeal is the degree of 
disability at the time of the regional o^ice decision, 
based on the then-current exaipination. The fact that 
(he disability may improve— one. (wo or ten years 
laterals not a basis for holding the <iccision in 
suspense indefinitely, awaiting some possible future 
change in circumstances. 

When such a case is before the Board, the question 
is the degree of disability based on the evidence 
already in (he record. The case is ripe for review If 
the Board determines that the regional office erred and 
the veteran is entitled to the higher rating sought, enti- 
tlement to the higher rating is effective back (o the time 
it would have, but for the error, been established based 
on the evidence before the rating board. 

For disabilities that have not stabilized and are 
susceptible to future improvement. VA schedules rou- 


tine reviews. Where warranted, this is (he pnKedure to 
determine if there has been a subsequent improvement 
in a previously established level of disability. 

In those cases in which the evidence before the 
rating board shows a higher level of disability than 
the rating board granted, (he only appropriate action 
for BVA is to gran( an increased rating. Where BVA 
does not grant that increase and remands for a new 
examination, expecting a possible improvement in 
the disability, it circumvents the law. If the new 
examination on remand docs indeed show that, on 
that date, the disability is improved and the Board 
then uses (hat evidence to deny the increased rating, 
the Board has unlawfully deprived (he veteran of the 
higher rating for the period of time the disability was 
shown to be worse. 

Under the law in that instance, the disability rating 
should have been increased ba.sed on the evidence 
showing a higher level of disability and later reduced 
based on the subsequent examination showing 
improvement. Because it is not the Board's function to 
conduct routine reviews of disability ratings in con- 
junction with its appellate reviews, it has no legitimate 
reason to seek more current examinations or otherwise 
seek to supplement adequately developed records with 
(he thought of possibly finding something that will 
allow it to deny a claim in which (he current record 
requires allowance. 

The Board's jurisdicucm is appellate, but its scope 
of review is de novo. It has the authority to expand the 
scope of the factual or legal issues to include sub- 
sidiary. ancillary or collateral questions where doing 
so will allow it to render a favorable decision for the 
appellant. Like appellate courts, it has plenary juris- 
diction to decide questions of law. Unlike appellate 
courts, however, the Board’s broader scope of review 
allows it to decide all material issues of fact and law 
without necessity to remand for new decisions by (he 
agency of original jurisdiction Remand by the Board 
only becomes necessary where there is a real need to 
seek additional evidence. 

Nonetheless, the Board sometimes remands to 
allow the regional office to entertain purely legal ques- 
tions. A good example is where a representative at the 
Board argued (hat the prior decision was clearly and 
unmistakably erroneous. Because a clear and unmis- 
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Ukable error is one that is undebatabie and must be 
established solely on the evidence of record at the time 
of the challenged decision, there is no element of rat- 
ing judgement and no reason to supplement the record. 
The Board possesses the same discretionary powers 
and authority to decide an issue as the regional ofncc. 
Thus, the Board is. in all respects, in as good a position 
to decide a question of dear and unmistakable error as 
a regional office. 

Yet. as noted, (he Board has been known to 
remand cases merely to afford the regional office the 
opportunity to consider the question of clear and 
unmistakable error. Some adjudicators appear to dis- 
favor grams of benefits ba.sed on a finding of clear and 
unmistakable error, and. quite often, the case will 
eventually be returned to the Board for a decision on 
the issue it attempted to avoid. Under such circum- 
stances. the veteran is deprived of benefits to which he 
or she is entitled while the case is shuffled between the 
regional office and BVA. 

With .some regularity, an appeal will involve more 
than one benefit. Where the Board finds it must 
remand on one issue, it often makes no decision on the 
other issue or issues even though (here is no interde- 
pendence. This unnecessarily delays the decision on 
the issue or issues that could be decided and ensures 
that the case must be returned to the Board a second 
lime. The Board sometimes then determines it needs 
to remand the case on the second issue and makes no 
detcmiinaiion on the first issue for which ii initially 
a*mandcd. Hcncc. some cases undergo multiple suc- 
cessive remands. 

The quality of the Board's decisions continues to 
suffer and thereby contributes to the number of cases 
appealed to the Court, immediately extends the delay 
the claimant must suffer, and eventually contributes to 
(he claims backlog. 

The Board ignores the precedent holdings of the 
Court in many cases. The BVA Select Panel on Pro- 
ductivity Improvement cited an analysis by the VA Gen- 
eral Coun-sel that showed 86 percent of the cases 
remanded to the Board by the Court resulted from errors 
contrary to well-established Court precedent. Other sia- 
listics show these remanded cases languish in (he Board 
for long periods. In March 1994 when the sutistics 
were compiled. 26.6 percent of all (he cases remanded 


by the Court in fiscal year 1990 were still undecided. 
For cases remanded in fiscal year 1991. 53.3 pcrceni 
remained undecided. This percentage has grown each 
year, to 90 percent of the remanded cases still undecid- 
ed for fiscal year 1994. Out of the total 2.238 ca.scs 
remanded by the Court between fiscal year 1989 and fis- 
cal year 1994. 73~5 percent were undecided. 

Prior to judicial review, the Board operated on 
internal policies that had no basi.s in law. For example, 
(he Board considered appeals from reductions in dis- 
ability evaluations as claims for increase rather than 
challenged reductions. The burdens of proof and stan- 
dards for change in disability evaluation are differeni 
in claims for increa.se and reductions. By con.sidcring 
(he appealed reductions as claims for increase, ihc 
Board could ignore the regulatory protections against 
unwarranted reductions and the burdens upon the gov- 
ernment to establish material improvement. 

In several decisions, (he Court was critical of this 
practice. For example, in Oofflemser i’. Oeminski. 2 
Vci.App. 277 (1992), the Court said. "The BVA incor- 
rectly phrased the issue in terms of whether appellant 
was entitled to an increased rating; in fact and in law. 
the issue presented to the BVA. and to this Court, is not 
whether the veteran was entitled to an increase but 
whether (he reduction of appellant's mling from 100 
percent to 10 percent was proper." 

We have been made aware of an unwritten Board 
policy (hat a veteran's disability evaluation should not 
be increased more than one step. For example, a vet- 
eran rated 30 percent might only be increased to (he 
next highest available rating for that disability, which 
is 50 percent, although the evidence strongly support- 
ed a 70 percent, or even a 100 percent, rating. The 
IBVSOs hope that judicial review will eventually pul 
an end to this policy. 

With respect to the question of entitlement to a 
total disability rating based on unemployability of the 
individual, (he Board's decisions have revealed an 
unusually strong trend toward denial. The Court has 
often cited arbiirannes.s in these decisions and was 
prompted to remind VA in one decision that the 
claimant need not be "a total basket case" before there 
is Inability to engage in substantial gainful activity 

The BVA is, as are VA rating boards, particularly 
averse to conceding clear and unmi.siakabic error 
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20 (CUB) in a prior decision, because that results in an 
^ award of benefits to the veteran retroactive to the date 
they would have been paid if the error had not been 
made In some cases, the Board simply unlawfully 
refuses to address the issue of clear and unmistakable 
error. In Johnson v. Brown 4 Vet. App. 508 ( 1993). the 
Court noted that the veteran had repeatedly raised the 
issue of clear and unmistakable enxM'. but that BVA 
incKplKibly did not address it. Frustrated with the 
Board and the conduct of VA's attorney before the 
Court, the Court said. ' Because of the Board's having 
twice failed to adjudicate the veteran's CUE claim 
eapitcitly raised to it and the dilatory and unresponsive 
conduct of counsel for the Secretary, the Board is 
ordered to issue a decision on remand, not later than 90 
days after the date of this decision....” 

None of these practices are based on a rule of law. 
The fact that these practices prevailed demonstrates 
that the destruction of records by a Board attorney is 
not the only irregularity in the Board’s handling of vet- 
erans' claims. The fact that such practices existed, at 
least one of which a Board Chairman's written policy 
sanctioned, demonstrates the depth of the problem. 

Reading various decisions of the Court of Veterans 
Appeals reveals that this mindset remains. And. in 
some instances where the Court remands to the Board, 
the Board's actions seem to be directed more toward 
reinforcing its pnor erroneous decision than toward 
fairly deciding the claim. This has forced appellants to 
take their cases back to the Court to get enforcement of 
the Court's first decision. 

In fact, the Board on occasion has acted m outright 
defiance of the Court. In Browder v. Derwinski. I 
Vet, App. 204 (1991) (Brov^tier /). the Coun held that 
the veteran's disability worsened during his military 
service, and remanded for the Board to provide rea- 
sons or bases for its decision that the veteran was not 
entitled to service connection by reason of aggravation 
of the disability. On remand, the Board essentially 
overruled the Court and held that the disability did not 
worsen. This required a second appeal to the Court. In 
its secemd decision. Browder v. Brown. 5 Vet. App. 268 
( 1993) (Browder //). the Court instructed the Board on 
the well-known rule that the Court's holding is the 
“law of the case.” which is binding on the Board. On 
the second remand, the Board did precisely the same 


thing as on the first remand, notwithstanding the 
Court's emphatic instruction that such action is unlaw- 
ful. This required a third appeal to the Court. Had not 
the VA General Counsel settled this case, a third deci- 
sion by the Coun would have been necessary. 

In Willis t* Derwinski. 1 Vet. App 63 ( 1990) ( VW//if 
/). the Coun remanded for reasons or bases. On 
remand, the Board merely devised a convoluted and 
specious rationale to uphold its prior decision. This 
required a second appeal to the Coun by the veteran. 
In its second decision. Willis v. Derwinski. I Vet.App. 
66 (1991) (W/Z/is If), the Coun observed that, "in its 
attempt to buttress its onginal decision, the Board has 
ranged far beyond the boundaries of the record in this 
ca.se and ha.s entered the world of presumptions and 
speculation.” The Coun proceeded to expose (he 
Board's selective reading of the record and the many 
contradictions in its decision. 

In Hayes v. Derwinski. I Vet.App. 186 (1991) 
(Hayes li the Coun remanded for the Board to readju- 
dicate the issue in light of the Coun's decision and pro- 
vide an adequate statement of the reasons or bases for 
(he Board's decision. On remand, the Board went 
beyond (he scope of the remand and utilised a new the- 
ory to arrive at the same conclusion as in its first deci- 
sion. This required the appeiiant to bring a second 
appeal to the Coun. In its second decision. Haves v. 
Brown. 4 Vet.App. 353 (1993) (Hayes //). the Coun 
observed that the Board went beyond the scope of the 
remand and. in addition, relied upon misinterpretations 
of the law to arrive at a denial. The Board finally, in 
its third decision on this case, found that the appellant 
was entitled to the bcnefiis sought. 

There arc other cases where the Board's behav- 
ior IS similar. Some of these cases arc being 
appealed to the Coun for a second time. Of the cases 
appealed to the Court. 35 percent involve error 
requiring reversal or remand. 

Asked why the Board, in its remands, did not more 
specifically aniculate the errors of VA regional offices, 
in a fashion similar to that of the Coun in its remands 
to (he Board, (he (Thairman responded to the eBect that 
criticism or specitlc holdings of error or deficiencies 
would disturb the fraternity between the Board and 
regional offices. There is much in the policies and 
actions of the Board that contritMites to inefficiency and 
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impedes beneficial reform of (he sys- 
tem. The Board is producing less and 
taking longer, bul a substantial ponion 
of i(s decisions do not conform to the 
minimum requirements of law. as dis- 
positions of the Coun reveal. 

Although the Court has. on 
occasion, crtlicized VA's unrespon- 
siveness and intransigence, some of 
(he Court's practices allow and 
encourage this situation to continue. 

The most grievous of these practices is the Court's 
willingness to let VA dictate the terms under which 
a case will he decided. 

In one of its earliest decisions. Otihrn u OfiM m- 
\ki. I Vet.App. 49 ( I990J. the Court held that the law 
requires the Board to slate in its decision the reasons 
or bases for its conclusions, (n a concurring opinion. 
Judge Kramer stated some warnings that proved to be 
portentous. He warned that no amount of reasons or 
bases. r>o matter how articulately made, can justify 
that which is not justifiable. Me also cautioned 
against (he Court's adoption of a stance (hat is luo del- 
erential to the BVA because that would be contrary to 
Congress’ intent in establishing the Court to serve as 
the final arbiter, fk* said. "If this nation's veterans are 
truly to have the benefit of independent judicial 
review as envisioned by the Veterans './wdirni/ /fri iVn 
Ac/.... it must he real judicial review, not just the 
appearance thereof." 

An early effort by VA attorneys also foretold what 
the future would hold for appellants seeking indepen- 
dent reviews of their cases In the Court In six cases, 
which were later consolidated for review by the Court, 
uppellanis filed briefs specifying errors of the Board of 
Veicrans' Appeals. In an aiiempt to prevent review of 
these cases by the Court, the Chairman of the Board of 
Veterans' Appeals ordered Board reconsideration and 
vacated the Board decisions. The VA's attorneys then 
moved the Court to dismiss these cases, arguing that 
the Court lucked yurisdiciion to review them because 
of the lack of a final BVA decision from which appeal 
could be taken to the Coun 

These six appellants, in CrntUo r. Dfrwm\ki. 

I Vet.App. 195 (1991 k prevailed in their arguments 


(hat. once a notice ol appeal was filed 21 
with the Court, junsdiciton (runs- ^ 
ferred to the Coun. and the Board had 
no retained or concurreni jurisdiction 
to order reconsideration nr vacate its 
decision. The Coun rejected VA's 
urgunicnt that the Board Chairman 
may. on his own motion, order recon- 
sideration ai>d thereby negate the 
ftnaliiy of the BVA decision and strip 
the Court of its jurisdiction over the 
ca.ses. The Court observed that VA's position would 
"give the Depanmenl of Veterans Affairs (VAi the 
power to defeat meaningful judicial review and there- 
by suhven the intention of Congress in enacting the 
Vvirruns ' JuJidal irn Aa." The Court lunher 
observed: 

Thf Sei rrinn s uwerfum of an unre.Mru ttJ 
ahitity on ihe pttn of ihe BVA Chuirmni to 
ortltr a'(Y<n.v((/er(irroM of «ii\ Imir Hif/ioirf a 
slated rvastm ^ouUI also ftive the Seeretan 
fHiwer to delay the pn>yre\sion tf a tkirtniilar 
cluiniant's t ase if it Hrre udumtufieous lo the 
ayem v. Appellants atrrevth eontend that 
remmiileralion iould ameen'ahty he ordered 
in order lo "afford ihe BtHinl an opptfriumiy 
lo rehiforce its denial in order to ^siihxiand 
iinlivial review. ’’ 

The Court referred lo a similar situation in social 
security cases where the Secretary of Health and 
Human Services had the power to cull cases on judi- 
cial review back to the agency. Because of criticism 
that ibis authority was exercised to bolster decisions 
so that they would be more likely to withstand judi- 
cial review. Congress amended this provision. It was 
also suggesied ihai the previous practice could lead to 
laxity in administrative review, since the agency had 
a second opportunity to strengthen its case prior to 
judicial review. 

tinfortunaiely. VA was undeierred. and the Court 
now acquiesces in a slightly different approach by VA 
that allows it to accomplish those same things the 
Court precluded in Cerullo. Indeed, the stage was set 
for this practice in Cerullo where the Coun held that 


f 

“if this rvation's veterons ore 
truly to hove the benefit of 
independent itx^clo^ review 
os envisioned by the 
Veterans' Jvdiciai H^view 
Act,.. .it must be reol 
judicial review, not just the 
oppeoronce thereof.* 
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22 tHe VA may Hie a motion for remand based un confes- 
m Sion of BVA error. Like many devices onginally 
intended to have a bencftcial use. confes.sion of error is 
susceptible to misu.se. as in this situation where it can 
be used to deprive the veteran of an independent 
review by the Court. 

Solicitor General Frederick Lehmann, confessing 
government error, explained. ‘’The United States wins 
its point whenever justice is done to its citizens in the 
courts." The Supreme Court similarly said in Young v. 
Untted States, 315 U.S. 257 (1942). “The public trust 
reposed in the law enforcement officers of the Govern- 
ment requires that they be quick to confess error when, 
in their opinion, a miscarriage of justice may result 
from their remaining silent." Chief Justice Rchnquisi 
has stated, however, that the Court should not respond 
in "Pavlovian fashion" to a confession of error but 
rather rule irxlependently on the case. 

Now. more than four years after the Court s deci- 
sion in Gilben that BVA must provide adequate rea- 
sons or bases for its decisions. VA attorneys continue 
to use the lack or purported lack of reasons or bases in 
the Board's decisions a.s a means to gel the case away 
from the Coua and back before the Board, using con- 
fession of error or simply a motion for remand. The 
Court complained about the Board's failure to improve 
its decisions in Simon v. Derninski 2 Vei.App. 62 1 
(1992). The Court staled its hope that (he Board 
Chairman would take steps whereby the "Board will 
be persuaded to pan from its old ways.” The Court 
expressed its displeasure that, after it issued numerous 
decision.s that the Board is required to provide reasons 
or bases, the Board failed to do so. but the Coun‘s 
practices encourage Board recalcitrance. 

The Court has shown a great willingness to gram 
VA's motions for remand, without addressing errors in 
law or fact argued by appellants, and despite appel- 
lants' strenuous objections. The practice thus allows 
VA to essentially defeat a veteran's right to indepen- 
dent judicial review through confession of error, that 
is. by arguing that the Board failed to provide adequate 
reasons or bases. 

Appellants before the Court have poinied out that, 
under well-established rules of appellate practice, only 
appellants have a right lo assign errors in decisions 
appealed, that appellees may challenge decisions 


below only if they have filed cross-appeals, and that 
this is impossible in VA's case because the law pre- 
cludes VA from appealing to the Court In effeci, this 
practice allows VA to appeal its own decision, on its 
own terms. It allows VA lo limit the issues on appeal 
to the ones it substitutes for the veterans’ issues. The 
unfair effect is more egregious with VA as appellee 
than it would be when private parties are involved 
because VA was the decision maker in the case 
af^aied and will again be the decision maker when 
ihe Court remands the case. 

Under these circumstances. VA is able to confess 
error on lesser issues to avoid having its decision 
reviewed on the issues the appellant raised. Most 
often. VA. in a conclusory fashion, contends that it 
made none of the errors the appellant identifies hut 
admiis that the Btwd's decision does not contain ade- 
quate reasons or bases and. therefore, moves that the 
Court remand Ihe case to the Board. 

Even though the appellant specifically points out 
(hat the reasons or bases are completely adequate to 
understand (he Board’s decision and are simply wrong, 
or that the appellant is not prejudiced by any puipon- 
ed deficiency in reasons or bases because the case 
turns solely on error in law which the Court may 
decide de novo, the Court may simply grant VA's 
motion and remand for the purposes in that motion 
Appellant’s objections to remand are often to no avail 

Although (he Court has repea(edly sta(ed that it 
must have adequate reasons or bases to review the pro- 
pr>eiy of the Board's decision, the Court does not 
retain jurisdiction when it remands for the reasons or 
bases. It seems a contradiction for the Court lo cite, as 
its reason for remand, reasons or basis inadequate to 
permit judicial review, and yet not retain jurisdiction. 
After the BVA provides reasons or ba.ses in its decision 
on remand, (he appellant must bring a new appeal to 
the Court. Therefore, a veteran must appeal twice to 
the Court to have his or her case decided, the first time 
to ge( reasons or bases and the second time to get a 
decision on the merits. 

Appellants have argued that the Court has no juris- 
diciion lo dispose of an appeal based on errors alleged 
by VA. The Court has responded by attempting to dis- 
tinguish them as confessions of error rather than assign- 
ments of error. The Court maintains that it is completely 
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fre< to entertain the VA*s confessions of error to the 
detriment of appellants and over their objections. 

Whether they are termed confessions of error or 
assignments of error, the effect is the same, and the 
effect IS (hat which is generally precluded, except 
where there is a valid cross appeal: 

a parry who dots not appeal fn>m a final 
dt'crce...cannoi he heard in opposition thereto 
nhen the case is hrouttht here by the appeal of 
the adx’trse parn. In other words, the appellee 
ma\- not attack the decree with a view either to 
enlarging his own rights there-under or of 
lessening the rights of his adversary, whether 
whui he seeks is to correct an error or to sup- 
plemeni the decree with respect to a matter not 
dealt with below. But it is likewise settled that 
the appellee may. without taking a cross- 
appeal. urge in support of a decree an\ matter 
appearing in the record, although his argu- 
ment may involve an attack upon the reason- 
ing of the lower court or an insistence upon 
matter overlooked or ignored by il. 

United States v. American Ry. Express 
Co . 265 U S. 425. 4.^Sf 1924). 

This rule is “inveieraic and certain ** Morley 
Const. Co. v. Maryland Casualty Co.. 300 U.S. 185. 
191. 300 U.S. 687(1937). 

The Court does not seem concerned that, if the 
VA’s argument of inadequate reasons or bases is true, 
it IS also an open admission that VA apparently never 
intends to comply with Gilbert, given that its decisions 
still do not conform to the Courts insiruciions after 
four years. The Court seemingly rewards VA for its 
intransigence. And. with the knowledge that it cun 
continue to obtain remands to avoid Judicial review. 
VA has no incentive to conform its practices to the law. 

Under these circumstances, all the time and 
resources the appellant has invested in the appeal to 
the Court are lost, and VA, which had complete control 
over the ca.se and its outcome before, has regained 
complete control to do with the case what it wishes. 

Often, the Board s actions on remand make it 
appear that it is going on a “fishing expedition** in the 
hope, we believe, that some new examination or med- 


ical opinion will provide il with evidence adverse to 
the appellant. The Board on remand will engage in 
readJudication of factual issues (hai were previously 
not in dispute to amve at the same result via a differ- 
ent theory. The Boaxd solicits medical t^nions from 
ils own physicians who often take a position contrary 
10 that of private and VA physicians who have exam- 
ined or treated the veteran. 

The Court has been critical of this practice. In 
Austin V. Brown. 6 Vct.App. 547 ( (994), regarding use 
of a Board physician's opinion, the Cuun held (hat 
“(here was no process at work to ensure impaniality. 
and Ithisj creates the impression (hat the Board was 
not securing evidence to determine the correct out- 
come. but nther to suppon a predetermined outcome.*' 

The Board Chairman insists ihai he has the author- 
ity to generate evidence within the Board despite 3H 
U.S.C. 7109 and its legislative hi.siory. which make il 
clear that advisory medical opinions, other than those 
routinely obtained from VA medical facilities, are to 
come "from one or more independent medical experts 
who are not employees of (he DepannKnt.'* 

Even when the Court remands by an opinion that 
addresses the merits, it often gives VA the desired "fish- 
ing license** with inappropnalely broad directions, quot- 
ing Its decision in Fletcher v. OenMnski. I Vet App. 394 
(1991) where the Court stated that it expects BVA to 
reexamine the evidence of record and. "seek any other 
evidence the Board feels is occessuiy . . *’ 

Certain)), in cases in which the Board's error was 
a decision based on an inadequate record, the instruc- 
tion may be appropriate, but in many other cases il is 
not. This broadens the issues on appeal rather than 
narrowing (hem at each successive stage as il should 
be. and this results in added litigation when BVA seeks 
to use the remand as an occasion to reinforce its prior 
decision. 

Motions for remand by VA sometimes also request 
thai the Board be allowed to obtain additional evidence, 
even though the appellant has not asserted any record 
inadequacy. In granting these motions, the Coun 
allows VA to do what it prohibits veterans from doing. 
Responding to the appellant’s motion to remand for 
clarifying evidence in Hatlestad »*. Perss-inski. 3 
Vet. App. 213 (1992t (Hatlestad II). ihe Court said: 
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2^ Thf Coun agrees with the Secretary that the 

^ appellants motion is inappropriate as an 

attempt to piggyback into the Court s proceed- 
ings evidence that is preluded from the 
Court's consideration because it hoj not pan 
of the record of proceedings before the Secre- 
tary and the Board' " Again, this practice, 
which unduly favors the government, onlv 
paves the way for added litigation arising out 
ofVA's “ftsh'mg expedithms." 

The Court also acquiesces in another practice that 
adds to appeal time. Although the Court's rules requin.* 
good cause for extensions of time, and although the 
Coun has held that VA's argument of a heavy caseload 
is rK>l good cause, the Court routinely grams VA's 
motions for extensions of time on such grounds as 
VA's Slated heavy caseload. The Court docs not 
enforce its o>vn ruling. Motions for extension of time 
by VA are the rule rather than the exception. One of 
the IB VSOs once surscyed Us substantial caseload and 
could find no case without a VA motion for extension 
of lime. In sorne cases. VA has moved for and received 
up to three 30-day extensions of time in which to file 
its brief. With the original 30 days allotted under (he 
rule, (his allows VA 1 20 days to file a brief. 

Objections to these extensions by appellants' coun- 
sel have generally proven fruitless, fn one recent ca.se. 
VA's motion for a bO-day extension of time in which to 
flic u brief because of counsel's vacation was granted 
without question. We know of no other Federal Appel- 
late Court that is so lenient wrth the government. 

The Court also cond^ines other evasive and delay- 
ing tactics by VA attorneys with the General Counsel's 
Office. For example, these attorneys frequently 
respond to appellant’s briefs with inappropriate 
motions for summary afrirmancc. the premise of 
which is that the appeal is totally without merit. Sev- 
eral of these cases were reversed outright in favor of 
the appellants. Numerous others were held to involve 
prejudicial errors requiring remand Therefore, it was 
clear in these cases that a motion for summary affir- 
mance misrepresented the record and merits of the 
case. The Court has treated this conduct on the part of 
VA attorneys rather lightly, occasionally complaining 
in an order or opinion. 


The conduct of VA attorneys in the Court has been 
less than admirable in these instances. It has not fur- 
thered the ends of justice and has often delayed pro- 
ceedings. With these delays and evasive actions. VA 
has departed from the principle that justice for a citi- 
zen is justice for the government. And. while (he 
Court's desire to exercise restraint is understandable, 
its long-term tolerance of these practices could create 
the appearance of a pro-VA bias. Here, the Court risks 
creating the sanvc dissatisfaction and frustration that 
brought it into being. 

In summary, looking at the entire process shows 
that large numbers of poor decisions at VA regional 
offices result in large numbers of appeals to BVA. 
where case.s are received at a rate exceeding the 
Board's capacity to decide them. This is where the 
ca.se backlog cycle begins or is made even worse. This 
also accounts for the long delays veterans experience 
in receiving decisions from the Board 

The adverse effects do not end at the Board, how- 
ever. As noted above, because of improper record 
development, or improper remands, around half of all 
cases received by the Board in FY 1994 were returned 
to regional offices without a decision by the Board. 
This extends an already unreasonable claims process- 
ing time. Ten percent of the cases arc remanded more 
than once by the Board. 

Add to (his the Court's remands, sometimes multi- 
ple. and it is easy to sec why the process takes years. 
It means a veteran's case must go through multiple 
administrative decisions and levels of review before it 
is eventually properly decided. It would be entirely 
understandable if. to the VA claimant who must nego- 
tiate (his course, it appeared to be a ma/e with obsta- 
cles and diversions designed to delay and evade and 
stand between the claimant and justice. 

Those who have influence on the direction of VA 
must be vigilant to prevent anyone who might seek to 
maintain the status quo, or who might be well- 
intentioned but misguided, from instituting policies that 
would make the process more onerous for VA 
claimants. Generally, it is not (he law and regulations 
that can be faulted for these systemic deficiencies, but 
the failure to abide by them in the processing of claims. 

Obviously, these deficiencies are not without 
added costs to the government. They require added 
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adminiMralive and litigadon co%b. which could be 
<ipcni on veterans’ programs. Errors in VA decisions 
also cost ihe government under fee-shifting provisions 
in the £</<«// Aa«T to Justice Act (EAJA). Aiiomey’s 
fees may be awarded to the appellant where the posi- 
tion of VA was not ‘'substantially justified ’’ As of 
December 1. 1994. EAJA fees had been awarded in 
\}2 cases appealed to the Court of Veterans Appeals. 
These fees totaled 5491. 240. Better decisions by the 
Board would prevent some of these costs. 

Regrettably, this is a system that sometimes seeks 
first TO serve itself. Congress should take a hard look 
at the system and demand and enact measures to bring 
about meaningful reform, yet be skeptical of suggest- 
ed measures that will make the process easier for VA 
at (he expense of claimants. Fairness and efficiency 
are not mutually exclusive. VA claimants should not 
be put in the position of sacrificing one for ihe other 
The system can and should be made to produce both 

Recommeiuhiions 

• VA should establish and meet reasonable timeli- 
ness standards for the administration of benenis. 

• Staffing levels should correspond to actual work- 
load and not be tailored to a predetermined 
arbitrary budget target 

• Congres.s should fully fund and support comple- 
tion ol ADP modemi ration. 

• VA must acknowledge that there are systemic defi- 
ciencies in Its claims processing; it must identify 
the specific deficiencies and their causes; and ii 
must correct those deficiencies. 

• Inappropriate practices at (he appellate level 
that contribute to delays and the backlog should 
be corrected. 

Veterans Benefits Adminisiralion 

The Veterans Benefits Administration (VBA) 
administers most of VA's non-medical benefits and ser- 
vices to veterans and (heir dependents. It does so 
through 58 regional offices (some of which are med- 
(cal/FCgional office centers) and through a nationwide 
toll-free telephone line. The benefits VBA administers 


include compensation for service connected disabili- 
ties; pensions for low-income. aged or disabled veter- 
ans; vocational rehabilitation; education and training 
support; home loan guarantees: and life insurance. 

Prior Independent Budgets recommended that 
Congress expand entulcmeni account transfers in fund 
VBA functions essential to the timely and accurate 
delivery of authorized benefits and services Earlier 
discussion of particular heneni programs explain the 
logic and utility of doing this. 

We again wish to point out that wc seek simply to 
have the discretionary-mandatory spending dichotomy 
conform to reality. “Discretionary" means “regulated 
by one's own judgment or choice." “Mandatory" 
means “authoritatively commanded or required; oblig- 
atory " For example, we note that VA cannot refuse to 
lake and adjudicate benefit claims or arbitrarily deny 
vocational rehabilitation services to eligible disabled 
veterans. Personnel costs for delivering these entitle- 
ments are therefore uriquesiionably mandatory 

The IBVSOs continue to believe that the resources 
needed to purchase the equipment and technologies 
that support employees' performance should come 
from mandatory spending because these resources are 
indispensable to benefit delivery. Purely from a func- 
tional siandpoint. VBA’s personrtel costs for the veter- 
ans services; compensation, pension, and education; 
vocational rehabilitation and counseling; loan guaran- 
ty; and insurance functions are mandatory because 
they are dedicated exclusively to delivering aulhonzed 
entitiemeni programs. 

Transfers from mandatory spending accounts 
already fund ail kian guaranty administrative costs. 
Wc recommend that transfers from mandatory spend- 
ing enliilemem accounts also fund personnel costs for 
veterans services; compensation, pension and educa- 
tion. and vocational rehabilitation and counseling, 

This stable funding mechanism is necessary to 
ensure that VBA has enough employees to: 

1. meet minimum standards for claims adjudication 

and vocational rehabilitation services; and 

2. restore good service generally. 
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If our recommendations were implemented, we 
would not expect VBA's funding needs to rise dramai- 
icaJIy. In fact, once systems are fully modernized, we 
expect personnel and administrative costs in general to 
stabilize or actually decrease, after an allowance is 
made for inflation. The goal is to deliver good service 
as cost-effectively as possible. VA cannot maximize 
cost-effectiveness, however, without a well-equipped 
and well-trained workforce. This is particularly true 
when new technologies and work processes are replac- 
ing outmoded ones. 

VBA's modernization plan calls for an expenditure 
of $94.9 million over four fiscal years to purchase its 
new computer systems. This equipment will double 
the access of adjudicators and their support staff to the 
benefits delivety system. VBA will implement this 
system to reduce its claims backlog. 

As noted above. VBA's modernization program is 
to be accomplished in three stages. Stage 1 is the pur- 
chase of hardware and software; Stage 11 is the acqui- 
sition of imaging technology; and Stage 111 is (he 
creation of a national data center (hat incorporates and 
enhances all of the previously instiiuied applications. 
This system will interface with central file locations 
and other agencies. 

There are nineteen Stage I transitional applica- 
tions, described below. 

ADVISOR: Performance Enhancement IVaining 
System, Provides training lessons in the various ben- 
efit areas for (he Regional Office Veterans Benefits 
Counselors. 

AMIE: Automated Medical Information 

Exchange. Dramatically improves AMIE access and 
response time through use of Stage I local area nci- 
works and other communications facilities. AMIE 
provides regional offices direct access to medical cen- 
ter data on admissions, discharges, and compensation 
and pension examinations. 

ARMS: Automated Reference Materials System. 
Automated text retrieval system that supports all VBA 
f^grams by including reference materials, such as 
Court of Veterans Appeals decisions. VBA policies and 
procedures, and VBA program directives, manuals. 


and circulars. Ihe data will be stored on boih CD- 
ROM and hard disk (magnetic) devices. 

COVERS: Control of Veteran.s Records. Barcodes 
veterans' folders. Tracks folder location within (he 
Regional Office. Folders will be barcoded and 
scanned each time a record changes within the 
Regional Office. 

COWC: Committee on Waivers and Compromises. 
Provides the benefits of Stage I (enhanced access and 
improved user interfaces) to the tracking of requests 
for waivers of debt 

CPS: Claims Processing System. Provides automat- 
ed support for gathering of evidence and documents 
required for processing original disability compensa- 
tion claims. Includes a special feature to generate a 
claim application in situations where clients are inter- 
viewed. 

C&V: Construction and Valuation. Tracking 
system that manages and controls construction 
monitoring and property valuation activities at a 
regional office. 

EMPLOYEE PROPERTY CHECKLIST: 
Employee Property Checklist Employee entry on 
duty records. Needs such as badges, key-cards, equip- 
ment issued, and issuance information are entered into 
(he system. 

EVR; Eligibility Verification Report Modifies pro- 
cessing of EVR responses to permit client identifica- 
tion data to he entered by wanding of barcodes rather 
than by key entry 

HOLAR; Hearing Officer Letters and Reports 
System. Provides the benefits of Stage 1 (enhanced 
access and improved user interfaces) to maintaining 
Hearing Officer schedules and data and to generating 
Hearing Officer letters. 

LOCAL TRAINING SYSTEM: Local IValnlng 
System. Tracks all training received, required, 
planned and scheduled. Prepares, provides and dis- 
tributes required fonns for student training needs. 
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PCGL: Personal Computer Generated fatten. 
Provides enhanced facilities for generating custom let- 
lers to compensation and pension claimants. Includes 
automatic access/use of benefits delivery network data, 
simplified menus for letier/paragraph selection and 
auiomaiic generation of required enclosures and forms 

QSR; Quarterly Statistical Report. Uses Stage I 
technologies to improve efficiency and user interfaces 
in the collection of statistical data for education bene- 
fit programs. 

RBA: Rating Board Application. Provides rating 
specialists ihe ability to create quality rating board 
documents in a timely manner through access to stored 
formats and text. Workstation poini-and-ciick tech- 
nologies will minimize keyboard input. 

RIMS: Records Inventory Management System 
Provides the benefits of Stage I (enhanced access and 
improved user interfaces! lo the tracking and disposi- 
tion of large record holdings 

SLS: Single Log-on System. The Single Uig-on Sys- 
tem will allow users to log-on to host systems such as the 
BDN and Wang without re-emehng previously supplied 
USER IDs and passwords. The security information 
required by individual applicaiions will be auiomaiically 
transmitted with no user intervention required. 

SUPERVISORY PERSONNEL SUPPORT: 
Supervisory Personnel Support. Provides common- 
ly needed information, such as position description, 
performance plans, performance evaluations, recruii- 
mcni and status on outstanding personnel items. 

TRAVEL AUTHORITY: TVavel Aulhority/Voucher 
Preparation. Automates production of forms, relates 
authority to voucher, generates maximum information 
Provides automated routing and corKurrcnccs. 

VRAMS: Vocational Rehabilitation Automated Man- 
agement System. Wang VS-baMrd application provides 
an automated means to track veterans’ cases. The veter- 
ans' case IS tracked from initial contact through final ca.se 
closure. Through VRAMS case lericrs. forms, agendas 
and reports are automatically generated 


These transitional applications are either com- 
plete and in use or m various stages of development. 
The eight applications in use are ADVISOR. AMIH. 
EVR. ARMS. PCGL. C&V. RBA and VRAMS The- 
remaining 11 applications are under development 
and will begin deployment later in FY 1995. The 
priority of modernization is for use in compensation 
and pension claims, with a goal of total completion 
in the year 1996. 

Stage II is m planning and development. How 
long it will lake to phase in this technology is 
unknown. All of its possible applications have yet to 
be determined. Stage 111 is scheduled to be in place by 
August 1996. However, obligation authority has been 
delayed until September I. 1995. 

Due to concerns of the General Services Adminis- 
tration. the Center for Naval Analysis (CNA) will con- 
duct a review of VA's overall modemizalinn effon. 
scheduled for completion in early 1995. This study is 
expected lo cost SI million and will be taken from 
money budgeted for hardware The delay associated 
with this study may prevent VA from meeting some of 
the previously set deadlines. 

To save money. VA is undenaking as much of the 
modernization program in-house as it can. Hus also 
increases accouniabihty h is suggested that VA he 
given authority for routine acquisitions for the future 
to replace old equipment on a cycle rather than singu- 
lar large acquisitions. Hie cuirem system must be 
maintained even as it is phased out with concurrent 
phasing in of new technology. An additional S8()0.000 
IS needed for this maintenance There is no commit- 
ment of future discretionary dollars for these purposes 

Obsolete personal computers cannot run the new 
programs. These units need replacing, with an esti- 
mated cost of $4 million, which has not been budget- 
ed VA musi also create mure access ports if it is to 
open these systems to V$Os. Minimally sufficient 
ports for remote access will cost an additional estimat- 
ed 5800,000. 

l*he viability of this program depends on a full 
commitment to continue its funding. Future budget 
cuts lo meet ceilings imposed by 0MB cannot be 
allowed to interfere with the realization of this much- 
needed modernization, fhe IBVSOs urge full sup- 
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port and funding for (hi<i essential element of VBA's 
future needs Us shown in Table 3). 

Training m the various services is also essential to 
VBA’s ability to meet its future challenges The IB- 
VSOs encourage VBA to continue to expand its (raining 
activities. All employees should receive centralized, 
focused iraining shortly after hiring or prommion. All 
employees should receive refresher training to enhance 
work skills, at least once a year We also encourage the 
iLse of training technologies, such as videotaping, 
videoconferencing and compuier assisted training and 
testing, to conduct ongoing on sne iraining. 


As noted in prior independent BudgeiK. training is 
an investment that pays large returns in workforce 
competence, innovation and productivity. Systemized 
training also reduces on the-job training costs. The 
IBVSOs believe that VBA should continue to have a 
budget line Item for iraining. A small staff should 
develop and coordinate VBA-widc training activities. 

HecommenJatinns 

• Mandatory spending accounts should be estab- 
lished to pay personnel costs and for purchase of 
equipment and technologies. 
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• VA shoukl be given auchoriiy (o 
replace old daia processing equip- 
ment on a cycle rather than singu- 
lar large acquisitions. 

• To maintain current data process- 
ing systems as is necessary while 
new systems are phased in. an 
additional S800.000 should be 
budgeted 

• An additional $4 million dollars should be appro- 
priated for replacement of obsolete personal 
computers. 

• To create more access ports and provide remote 
access to VA’s computer systems, an additional 
S800.000 should be appropriated. 

• VA should employ all available modem training 
technologies. 

Compensation, Pension, 
and Education 

This service includes the adjudication and admin- 
istration of compensation and pension benefits, the 
adjudication of basic education and vocational rehabil- 
itation eligibility, and administration of education 
allowances. Compcnsaiion and pension also includes 
benefits for certain survivors and dependents, paid in 
the form of dependency and indemnity compen.sation 
and death pension. There are also burial benefits and 
special benefits, such as clothing allowance, automo- 
biles and adaptive equipment, and specially adapted 
housing for eligible service-connected veterans. 

General operating expenses comprise the 
resources necessary to perform all of the claims devel- 
opment and adjudication functions required to gather 
evidence, determine entitlement, make awards, com- 
plete certain follow-up reviews, and monitor for con- 
tinuing eligibility. Initial stages of appeals are 
completed by regional offices as well, including hear- 
ings before hearing officers and due process mailers, 
such ais statements outlining the law. facts and ratio- 
nale in claims denied and being appealed. Thus, the 
costs are for the administration of benefits niihcr than 
for the benefits themselves. 


Adjudication of claims for ser- 29 
vice connection of disabilities also ^ 
serves to determine basic eligibili- 
ty for vocational rehabilitation 
Similarly, the adjudication division 
must determine eligibility for edu- 
cational benefits under several dif- 
ferent programs and must monitor 
a variety of factors that determine 
continuing eligibility and rates of cniiilemeni. 

Recent reports reveal (hat timeliness has improved 
somewhat in claims processing. However, some of 
this improvement is due to overtime and other tempo- 
rary measures. Other factors, such as a slowing of mil- 
itary downsizing, may provide some relief in this area. 
Reductions in the numbers of claimants who must sub- 
mit annual eligibility venfication reports will lighten 
(he workload in (hat area. Work in (he data malche.s 
with other agencies, as required under (he Omnibus 
Budfift Recoticiliation Act. is declining. 

To improve efficiency. VA is implementing sug- 
gestions of the Blue Ribbon Panel on Claims Process- 
ing. ITte centerpiece of (his effort is the organization 
of adjudication teams to handle the full range of 
responsibilities associated with rating issues. This will 
create a rating activity responsible for control, devel- 
opment. rating and authorization of rating issues. This 
reorganization wilt not be uniform, but will allow each 
station to tailor its reorganization to local demands and 
resources Local stations will have a selection of mod- 
els to choose from and may modify the plan chosen to 
meet local needs. 

The organizational modeK and the consolidated 
rating activity structures will be developed and imple- 
mented within existing funds and staffing, both in VA 
Central Office and in the field stations. Implementa- 
tion is scheduled to begin in early 1995- 

Rcsponsibility for control, development and award 
action will be consolidated and assigned to a single 
“rating technician*’ position. Rating technicians will be 
empowered to perform at) control and development 
functions that must be completed prior to a decision by 
the rating specialist. At the discretion of the station, ihe 
technician might also have the authority to make sim- 
ple rating decisions, such as follow-up due process 
notification decisions. It is intended that (he skills 


▼ 

A man who is good erK>ugh 
lo sHed Kis blood for his 
country rs good ervxzgh lo 
be given a square deal 
afterwords. 
Theodore Roosevelt 
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3l) gained in this position will expedite the transition from 
^ claims examiner to productive rating specialist, while 
providing valuable service and improving overall time* 
liness. This will also be accomplished with existing 
funds and staffing. Planned implememation is mid* 1995. 

In C&P Service, there are currently some 43 ini* 
tiatives to implement Blue Ribbon Panel suggestions 
Some of these are: 

• preparation of a centralized training program for 
developing claims; 

• evaluation of single signature rating authority 
being tested in the Held; 

• development of formal rating training programs 
with certification; 

• development of personal computer word process- 
ing capability for the rating staff, including stan- 
dardized formats and glossaries; 

• use of specialization selectively to concentrate on 
certain categories of complex rating cases; 

• expansion and expedition of centrally coordinated 
training for rating staff: 

« reallocation of employee resources to rating activ- 
ity and authori/aiion; 

• targeting the use of rating help teams to reduce the 
backlogs when needed. 

• deployment of development checklists for all 
aspects of adjudication: 

« expansion of (he current service medical records 
(SMR) agreement with the Army to all branches: 

• assignment of VA personnel to Depanmeni of 
Defense (DOD) records centers to assist and per- 
form liaison; 

• change of VBA procedures to provide for immedi- 
ate forwarding of claims from separation regional 
office to home regional office: 

• expansion of the current VBA-VHA memoran- 
dum of understanding to include examination 
quality measures; 


• establishment of examining physicians’ coordina- 
tors at VA Central Office, medical centers and 
regional offices; 

• establishment of a reponing scheme to monitor 
quality locally and nationally; 

• establishment of a joint VBA-VHA education and 
(raining e^'on on compensation and pension 
examinations; 

• initiation of national VA/DOD dialogue on sepa- 
ration examinations to ensure they meet VA 
requirements; 

• education of DOD medical staff on use of VA’s 
Physician's Guide; 

• establishment of guidelines to permit information 
to be provided to VA by telephone, facsimile and 
E-mail to supplement wntten communications; 

• development of centralized training that utilizes 
videos, video- and leleconfercocing. satellite and 
interactive PC-based programs; 

• transfer of responsibility and resources for com- 
pensation and pension examinations from VHA 
10 VBA. 

The team approach will merge Veterans Services 
Division personnel with adjudication persoruiel. Cross- 
training. cemsoiidating functions, and use of rating help 
teams are all designed for flexibility and maximum effi- 
ciency in utilization of personnel resources. Staffing 
levels must match actual demand, however. Many of 
these efforts will be diminished or defeated without full 
resources for modemizaiion and adequate staffing 
With the team af^oach. VA offices must be recon- 
figured with a modular arrangement to accommodate 
the physical layout and provide the necessary working 
environment. Funding must be provided for this pur- 
pose. Concerning offices, there is a belief within VBA 
that VA is surcharged by the General Services Admin- 
istration (GSA) for capital tnvestmenLs but never 
receives any benefit from the monies charged under 
the Standard Level Users Charge. Additionally, rents 
do not seem to go down with the market, and where 
there is rent reduction, the savings do not benefit VA. 
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because appropnatioits are reduced. 

These issues should be studied to 
determine if there are ways to bring 
about savings (hat could be passed on 
to VA for needed office improvements. 

Similarly, consideration should be 
given to reform in contract and pro- 
curement authority to permit more 
competitive procurement than that available through 
GSA. Consideration should also be given to authoriz- 
ing VA to contract directly for security guard services. 
It should be determined whether this would be more 
cost-effective and result in more accountability. 
Again, savings should be used for other needs of VA. 

If the Blue Ribbon Panel's suggestions are to be 
fully implemented, the purchase of additional software 
beyond that included under State III will be needed. 

Centralized training by satellite will increase effi- 
ciency in the training process and result in long-term 
savings and. of course, savings in travel costs. It is 
projected (hat the start-up cost of this program will be 
approximately S2 million dollars. 

VBA believes it can more elTectively manage the 
compensation and pension examination process with 
the authority to do so and with shifting of the associat- 
ed resources from VHA to VBA to allow the use of 
fee-basis examiners. Congress should fund a pilot 
study to determine if increased savings and efficiency 
can be realized in this manner. 

Public Law 103-446 established a nine-member 
Veterans Claims Adjudication Commission to study 
VA's .system for the disposition of claims, both at 
regional offices and BVA. The MOO.OOO slated for the 
expenses of this commission may well prove insuffi- 
cient. VBA should not be required to absorb any addi- 
tional costs, and funding should be provided. 

The C&P service now administers several educa- 
tional programs that have substantial differences in 
format and eligibility criteria. To improve efficiency, 
there is a move toward regionalization of education 
claims processing. However, many purely administra- 
tive provisions, quality controls and discretionary poli- 
cies could perhaps be revised for uniformity and 
simplicity and to remove any outmoded provisions. 
With the goals of cost-effectiveness, a more user- 
friendly system, and overall efficiency, a study should 


be conducted to determine if reform 3) 
in the administration of these bencfils g 
is advisable. 

VA officials advise that credit 
reform procedures, as they apply to 
education loans and transitional hous- 
ing grants, cost as much or more than 
the principal of the outstanding loans 
and the sum of the grants. Consideration should be 
given 10 necessary changes in this area to remove those 
burdensome, costly and perhaps counterproductive 
requirements. 

Administration of the Service Members Occupa- 
tional Conversion and Training Act of 1992 is provid- 
ed by (his service. It is projected that funding for (his 
program will run out in early I99S. Without funding, 
the continuing administrative costs of (his program 
will be wasteful Remedial measures are needed here, 
whatever the disposition of (his program. 

One of (he areas in benefits adjudication where the 
Court of Veterans Appeals has been very critical of 
VA's regulations and its decision making is lota) dis- 
ability ratings on the basis of individual unemployabil- 
ity. The Court has characterized VA’s regulations 
governing these ratings as a "confusing (apcsiry” and. 
in several decisions, urged their overhaul. The Court 
has found the adjudications on (his issue to be very 
arbitrary, prompting it. as noted above, to admonish 
VA that a veteran does not have to be a '1otal basket 
case" to be unemployable. The Court has reversed ihe 
Board in several of these cases. 

VA has responded by undertaking a review and 
revision of these regulations. U is hoped that the new 
product will be reReciive of a new era in VA bencftls 
administration, that the VA will have profited from and 
will seek not to repeal ihe errors of the past. The IB- 
VSOs hope that these new regulations will provide for 
a realistic assessment of a veteran's ability to be gain- 
fully employed, will he constructed to ensure fairness 
and uniformity, and will be clear in their meaning and 
applicability. If not. the Congress should stand ready 
to intervene legislatively to bring these qualities into 
the law governing this most tmponani area of veter- 
ans' benefits. 

In response to criticism ihai VA adjudicators are 
ignoring precedent cases of the Court of Veterans 
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A process of occoontobiiily 
should be insHluled to 
enforce higher standards of 
quality cmd legdity in the 
odjudicatars' decisions. 
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^2 Appeals, ihc Secretary of Veierans Affairs has esiab* 
PI lishcd a commitiec to investigate these allegations and 
make appropriate recominendations. As discussed 
above, it is believed that systemic dcriciencies in 
claims processing contribute to the claims backlog by 
necessitating multiple decisions and long waits. The 
IBVSOs therefore suggest an aggressive new approach 
to this problem. 

This should establish training to familiar- 

ize adjudicators with this developing area of legal 
authority, its applicability and its implications. This 
training should be designed to ensure that adjudicators 
fully understartd that judicial precedent is as much the 
law as statutes and regulations Instrijclors should be 
chosen based on their ability to communicate a new 
enthusiasm and a renewed appreciation for the suprema- 
cy of the law over any ingrained attitudes or notions that 
may run counter to the law. There should be a follow- 
up phase and continuing legal education as necessary. 

A proces.s of accountability should be instituted to 
enforce higher standards of quality and legality in the 
adjudicators' decisions. VA should conduct thorough 
studies of BVA allowances and remands to identify 
trends and problem areas. Regional office management 
should be accountable to the Director of Compensation 
and Pension Service for the quality of work performed 
by adjudication divisions. And. of course, accountabil- 
ity should continue up the chain of command to the 
Secretary, with appropriate Congressional oversight. 

Thus, while Compensation and Pension Service is 
undertaking many new approaches and processes to 
improve its service and customer satisfaction, there are 
mixed signals relating to the quality of its product, and 
there are some areas where its efforts arc lacking. Cus- 
tomer satisfaction requires courtesy, promptness and 
many of those intangible qualities of service that shape 
a customer's perception of VA's performaiKe. Howev- 
er. jusi as a physician with a wonderful bedside man- 
ner will ultimately disappoint a patient if the medical 
care given lacks reasonable competence and skill, cus- 
tomer satisfaction for VA canrtot be attained by good 
interpersonal interaction with claimants by itself. A 
measure of customer satisfaction also derives from the 
accuracy and fairness in VA's decisions and in its deal- 
ings with VA customers. 


Veterans know when the outcomes «>f their cases 
do not square with the facts. Veterans know that, with 
rare exception, the law properly applied will not bring 
about a result that offends equity, and they arc able to 
sense when decisions involve overly strict or narrow 
applications of the law to support denial. 

VA should undertake a plan to revive its commit- 
ment to the fundamental principles of compassionate 
and fair service to veterans. Management should insti- 
tute a system of accuuniabiiily that ensures the agency 
is resolving reasonable doubt in favor of the veteran 
and endeavoring to award veterans all benefits to 
which they are entitled under the law. 

There should be an effort to increase adjudicator 
recognition and appreciation of the fact that their deci- 
sions affect the quality of veterans' lives, for example, 
the devastating effect of an improper denial of total rat- 
ing due to unemployability. The greai degree of 
responsibility that goes with the job of rating special- 
ist should be emphasized. 

Finally, reasonable limelirKss standards must he 
established and met as discussed above. 

Recommendations 

• Funds should be appropriated to cover necessary 
physical reconFiguraiions of adjudication areas to 
make them conducive lo the team approach to claims 
processing. VA estimates this cost at $1 .980.(KXI 

• Studies should be authorized and conducted to 
ascertain if VA could realize savings from ultcma- 
lives to renting from GSA. more efficient and 
competitive procurement, and direct coniracK for 
security services. Any savings should revert to VA 
accounts for use in improving claims adjudication. 

• Congress should fund centralized training technol- 
ogy to increase efficiency and result in long-term 
savings. VA estimates a staning cost of S2 million. 

• Congress should authorize and fund a pilot study to 
determine if increased savings and efficiency can 
be attained through reassignment of responsibility 
for VA medical examinations to VBA from VHA. 

• Approprialion.s should be made for the costs asso- 
ciated with the operation of the Veterans Claims 
Adjudication Commission. 
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• Studies should be juthonzed and 
funded lo determine if the various 
VA educational programs can be 
made more uniform for simplicity 
in their administration. 

• Consideration should be given to 
whether exempting certain VA 
programs from the burden of 
credit reform procedures would 
be advisable and cost •effective. 

• Action should be taken toward a disposition of the 
Service Members Occuputumal Conversitm and 
Training Aci of 1992 for which funding is due to run 
out but for which administrative costs continue. 

• Congress should stand ready to intervene in the 
event VA's regulations governing unemployability 
ratings are not revised in a manner that will provide 
for fair, realistic and uniform assessments of a vet- 
eran's ability or inability to be gainfully employed. 

• VA should promptly insliluie an aggressive new 
training program to instruct adjudkalors on the 
mandatory nature of case law and in its use and 
applicability. This training should be comple- 
mented by a process incorporating a chain of 
accountability for proper and legal adjudications, 
with monitoring for compliance and quality con- 
trol. along with studies of appellate decisions to 
identify problem areas. Management should take 
nee'essar)' measures to bnng about a renewed insti- 
tutional and individual adjudicator commitment lo 
VA's fuiidamcnial guiding principles lor the 
administration of benefits, such us broad and lib- 
eral application of the law. resolution of reason- 
able doubt, and award of all benellis lo which 
entitlement may be established. 

Veterans Services 

In the last three Independent Budgets, we 

noted that: 

Veterans Services' (VS) ba.sic problem has 
been that it is funded at a level that constricts 
demand. When hundreds of thousands ot vet- 
erans' inquiries go unanswered because there 


are not enough veterans benefits 
counselors (VBCs) to answer 
telephone calls, much less con- 
duct mandated outreach pro- 
grams. demand for VA benefits 
and services obviously will be 
constricted. This budgetary short- 
fall translates into large unmet 
veterans' needs that VA cannot 
begin to address with current staffing. 

Limiting demand for veterans' benefits 
and services directly counters VS's congres- 
sionally mandated mission Recent legislation 
significantly increased demand fw VA ser- 
vices. We speak of the Transition Assistance 
Program (TAP) and the Disabled Transition 
Assistance Program (OTAP). which Puhlu 
Uiw tOh2.<7 inslituicd. and the Defense 
Authorization An for FY 1991. which contains 
provisions for a program to furnish counseling 
and assistance to members of the Armed 
Forces who are within 180 days of separation. 
These very worthwhile programs, however, 
simply increase the already large number of 
mandated outreach functions for which VS 
has the responsibility but not the staff to pro- 
vide. The lime is hug oserdue to stop the cha- 
rade of authorizing pnfgrams without 
pnniding a stable funding source lo imple- 
ment and administer them properh. 

Four years have passed since the above paragraphs 
were first written: however, the silualion has not 
changed. Congress continues to authorize programs 
Without providing a stable funding source to imple- 
ment and administer these programs properly. It con- 
tinues to ask Veterans' Services lo do more with less, 
In 1992. under PuNic Uiw /0J-5W. VS was required 
to assist with the homeless veteran program. Congress 
authivrized no additional funds for this program, and 
counselors had to he taken from their normal duties to 
handle this new duty. 

Similarly. VS finds itself in the same situation with 
respect to Public Liw 10.1-446. Veterans' Services 
must provide counseling and ouueach services to Per- 
sian Gulf veterans. Again, it must provide these 


Congress continues to 
authorize programs 
without providing o stable 
funding source to implement 
and odminister these 
programs properly. 
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)4 expanded services without any 

m additional, congressionally authorized 

resources. Additionally, this law man- 
dates a toll-free phone number by Feb- 
ruary 2, 1995. so that Persian Gulf 
veterans can contact VA for asststance 
or with questions. The sian-up costs for 
this wilt be S990.000 in Fiscal Year 
1995, and it will subsequently cost $1 
million annually. The IBVSOs strongly 
support the provisions of this new law; however, we are 
concerned that no additional funding was aulhori/eJ. 

If Congress believes that TAP. DTAP. the homeless 
veteran program and outreach to Persian Gulf veterans 
are important — and the IBVSOn certainly do — Con- 
gress should authonze adequate resouaes to enable 
Veterans' Services to provide appropriate support. 
Otherwise, these new programs are meaningless. Last 
year, inadequate staffing levels adversely alTccicd the 
timeliness of responses. VS can only spread its 
siafFing so thin before the quality of the services they 
provide deteriorates to such a state that the service 
becomes of no benefit to those who need it. 

To assess VS's employee and equipment needs, it 
is important to note the scispe of the activities credited 
to thi.s critically important information link between 
VA and America's veteran population. In fiscal year 
1994, Veterans Services responded to mure than 9.1 
million telephone calls and conducted more than 1.8 
million face-to-face interviews, in addition. Veterans 
Services also conducts educational institution enroll- 
ment vcrificaiion and compliance surveys, processes 
work-study applications, and conducts personal hear- 
ings and field examinations to appoint and audit fidu- 
ciaries for inciHnpcicni veterans. VcicranN Services’ 
outreach activities assist homeless veterans, women 
veterans, former POWs and incarcerated veterans and 
provide “front-line'* contact with persons soon to he 
discharged from the military. 

Veterans Services' Transition Assistance Program 
(TAP) activities have dramatically expanded. In 199(1. 
VS conducted a TAP pilot program at approximately 22 
military facilities. By the end of 1994. the program was 
available at 250 military installations. 

Veterans Services significantly expanded its mili- 
lary services program in late 1991. A military ser- 


vices coordinator (MSC) was desig- 
nated at each veteran service division 
(VSD). with some coordinators sta- 
tioned at locations strategic to large 
mililary populations. MSCs and 
other veterans benefits counselors 
(VBCsl also provide benefit 
briefings at regular pre-separation 
and retirement programs and are 
involved in outreach to members of 
the Reserve and National Guard. 

In addition to VS's succevses in outreach to service 
members. VS attempts to improve outreach to the home- 
less population. VBA provides staff support to compre- 
hensive homeless centers (CHC) m Dallas. Brooklyn. 
West Los Angeles and Pittsburgh, PuNiv Im» 102-590 
appruprialions arc currently being directed from VHA 
to VBA to support the four CHC positions and six other 
culluborative homeless projects with local VAMCs and 
community resources. In all instances. VHA provides 
funding, without employee ceiling relief, to support the 
regional offices' full-time commitment to these special 
programs. Dunng 1994, VS accomplished more than 
4.700 shelter visits and 9.(XX) contacts with community 
agencies. Additionally, more than 24.000 homeless vet- 
erans received personal assistance at regional oOiccs 
during this same period. 

Approximately 1.^0 VBCs arc assigned on a full- 
er part-time basis to VA medical centers, reprcseniing 
the VBA. These counselors assist patients and their 
families to understand VA benefit programs, complete 
claims and applications. ar>d interpret VA programs, 
policies and decisions. Additional responsibilities 
include liaison functions with educational program 
services, military medical faeilittes. physical evalua- 
tion boards, casualty assistance offices and family and 
personal service activities at military installations 
within their immediate jurisdiction. 

The increase in use of Chapter 30 education bene- 
fits. which began in 1990. will increase demand for 
information and assistance through 1995. Veterans 
Services will also continue its involvement with VHA 
in homeless service efforts. (VHA provides some 
funding for VS counselors in this regard; however, this 
funding does not compensate VS for the loss of use of 
the counselors' time on other programs.) 


r 

In fiscal year 1994, 
Veterans Services 
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9 1 million teiepKone coils 
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Table 4 presents workload VS ▼ technology are essential to enable VS 35 

accomplished during fiscal years 1993 Inadequate staffing m fiscal to meet its increasing workload. g 

and 1994. year 1995 will increase VA cannot do more than it cur- 

biocked and abandoned rently does without additional 

calls due to inodequate employees or automated systems. 

tel^)hone coveroge. The Veterans Automated Assistance 
A Telephone System (VAATS) is an ini- 

tiative to improve claimants’ access 
to information and services through computer-tele- 
phone integration technologies. Through a voice mes- 
sage system, claimants can obtain general information 
Examining VS s telej^one services probably best about benefits and services. VAATS' long-range goal 

illustrates its abi iiy to meet demand for its services. A jq enable claimants to access their individual 
1993 US Sprint study for 800-service lines at 57 stations account information (Compensation, Pension, Educa- 
and local telephone comfrany studies for 23 stations Insurance. Loan Guaranty and Vocational Reha- 

reveal the large demand VS does not satisfy. These stud- bilitation). VS's VAATS initiative should reduce the 
ies show that blocked calls (those that receive busy sig- national blocked-call rate from the anticipated 70 per- 
nais) represent 25.1 percent of local line calls and 62 cent to about 40 percent in fiscal year 1996. 
percent of J^KL^rvice line calls. If Congress intends that VA meet the informa- 

In 1992, a similar study of 55 stations for 8{K)-ser- ^on and outreach needs of veterans and individuals 

vice lines and 22 stations from local telephone compa- ^oon to be veterans, it must provide VA with the 

nies revealed blocked-call rates of 20.7 percent for resources to do so. We cannot overstate the impor- 

local lines and 26.1 percent for 800 lines. Current VS tance of providing VS with sufficient resources to 

estimates of blocked telephone calls project no relief. adequately handle all the programs under its con- 
The abandoned-call rate (representing those times Ip year’s Independent Budget, we recom- 

when the caller gets through but. after waiting and not mended funding to staff 2.440 employees. The 

getting service, abandons the call) continues to administration’s proposed fiscal year 1995 budget 

increase. Of the 9.1 million calls received, approxi- request was for 2,123 employees, 33 fewer than in 

mately 1.3 million callers, or 13 percent, hung up fiscal year 1994, and more than 300 fewer than what 

before talking to a counselor. Abandoned calls result |be iBVSOs considered necessary for VS to run its 

from insufficient telephone circuits or employees to programs. Currently, the VS employee level is 

respond to veterans calls. Additionally, VA has esiab- 2.103. but the actual figure of on-board employees 

lished a new standard for answering phone calls; is approximately 100 fewer. These figures are fur- 

phone calls will now be answered within 1 80 seconds, iber complicated by the fact that some new VBA ini- 

No statistics are yet available on this new standard, and liatives around the country use VS counselors in 

VA no longer keep.s statistics on waiting time. adjudication units, such as the self-directed case 

Inadequate staffing in fiscal year 1995 will management concept in place in the New York City 
increase blocked and abandoned calls due to inade- regional office 

quate telephone coverage. In fiscal year 1996. the ^5 srare throughout the Independent Budget, 
blocked call rale alone will be almost 70 percent, the VSOs believe that the cost of delivering benefits 

Installing additional telephone circuits, with enhanced should come from mandatory spending accounts. If 

routing features for overflow traffic during peak call- Congress authorized funding for all VS personnel 

ing times, and adding acklitionaj employees to answer costs by transfer from mandatory spending accounts, 

veterans calls or using interactive voice response tech- VA could staff VS adequately to perform its mandat- 

nology would solve the blockKl- and abandoned-call gjj functions. In addition, the VSOs note that reim- 

problem. Automation and new telecommunications bursements from mandatory spending accounts 
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would offer considerably more flexibility to allocate 
VA resources where they are needed most. 

Recommendalions 

• The VSOs recommend 2,440 FTEEs. so that VS 
may begin to satisfy reasonable service levels 
(addtfionai stalf requirements for VS and other 
GOE programs are shown in Table 5). 

• We also recommend that VS update its telephone 
equipment. 

Vocational RehabilUation 
and Counseling (VR&C) 

Previous Independem Budgets have discussed the 
pK^lems confronting Vocational Rehabilitation and 
Counseling (VR&C) at length. As the fiscal year 1993 
Independent Budget predicted, VR&C's workload 
increased substantially and. currently, it continues to rise. 


VR&C services are provided at 56 regional offices 
or medical and regional office centers, 80 decentral* 
ized counseling locations, and many contract guidance 
centers. Eligible and entitled service-connected dis- 
abled veterans and servicemembers receive services 
and assistance they need to achieve maximum inde- 
pendence in daily living. This program also assists 
these individuals to become employable and to obtain 
and maintain suitable employment to the maximum 
extent possible. 

In fiscal year 1991, Congress provided af^ropria- 
lions for 69 additional vocational rehabilitation special- 
ists (VRSs), reducing their average workload from 256 
veterans to 229 veterans by the end of FY 1 992. In fis- 
cal year 1993, the average workload increased to 230, 
and in fiscal year 1994, it was 236. The average work- 
load should increase to 247 cases in fiscal year 1995 
and. in fiscal year 1996, it will be 259 cases. Ideally, 
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I2S cases per VRS would be a man- 
ageable woflioad. 

The average amount of time 
between a veteran filing an application 
for vocational rehabilitation with VA 
to the veteran’s first appointment 
decreased fmm 86 days in fiscal year 
1991 to 74 days by the end of fiscal 
year 1992. This downward trend con- 
tinued in fiscal year 1993, when the 
figure dropped to 71 days; unfortunately, it increased 
to 81 days in fiscal year 1994. Projections for fiscal 
year I99S show a 71-day wait, still more than double 
the goal of 30 days. 

Fiscal year 19% projections are not good. VA pre- 
dicts a continuing decline in VR&C's ability to pro- 
vide timely vocational rehabilitation to 
service -connected disabled veterans, separating ser- 
vice members and eligible dependents. VRS case 
management workload continues to increase. This 
trend must not continue. Congress must provide 
VR&C with enough employees to restore timely voca- 
tional rehabilitation services to deserving veterans. 

In fiscal year 1994, VA received 15.410 applica- 
tions for Chapter 31 benefits as a result of the Transi- 
tion Assistance Program (TAP) and Disabled 
Transition Assistance Program (DTAP). Initially, con- 
tractors handle much of the Chapter 31 workload. In 
this way. veterans are evaluated sooner. However, 
they still must see VA counseling personnel, and this is 
where delays occur. In one regional office, there is an 
1 1 -month backlog. 

Contracting out for Chapter 31 services is a short- 
term solution and is also burdensome. While it has 
proven necessary to use contractors in some cases, it is 
more costly. Resources are needed for supervisory 
positions and contracting fees. In fiscal year 1994, VA 
paid S20 million out of the readjustment benefit appro- 
priations for contracted work. Some legal issues have 
arisen from this, and it is possible that it will be legal- 
ly determined that GOE must pay these funds. 

Currently, VA contracts for about one-half of the 
education assistance under Chapter 36. Congress has 
earmarked SS million for this purpose: however, cur- 
rent needs exceed this amount. If Congress could 
increase the cap on contract coun.scling fees and pro- 


vide sufficient funds to handle all 37 
Chapter 36 assistance by contractors. g 
VA could utilize counselors to assist 
Chapter 3 1 veterans. 

Another temporary solution VA 
has used to deal with the increased 
workloads is overtime pay. Some 
regional offices still use this in Hs- 
cal year 1995. but we expect that VA 
might direct these overtime funds to 
other needs. The long-term solution is not more 
overtime pay. but more employees. 

The IBVSOs have recommended that VR&C 
add a substantial number of employees to provide the 
level of service it provided in fiscal year 1992. Over 
the years, however, the President’s Budget has reduced 
VR&C staffing. The fiscal year 1995 budget, for 
example, proposed to reduce staffing by 29 employees. 

More disabled veterans continue to need VA’s 
Vocational Rehabilitation Services. This should expe- 
nence a steady workload growth rate of 10 percent 
over last year. Congress must provide VR&C with 
enough employees to meet (he existing workload. An 
additional 600 employees would help it meet its goal 
and reduce funds spent on contracting. 

Over the past several years. VR&C has been 
unable to provide vocational services in a timely fash- 
ion. Yet expens agree (hat. to be effective, rehabilita- 
tion counseling and training must begin as soon as 
practicable following injury or disease onset. Pulling 
(he disabled veteran back to work is cost-effective. A 
VA study of 3.083 veterans rehabilitated in 1991 
points out (he importance of vocational rehabilitation 
Significant findings of this study provide us with the 
following information: 

• The 3,083 disabled veterans’ total annual income 
before entering vocational rehabilitation was 
SII.9 million. 

• When (hey entered vocational rehabilitation. 66 
percent had no income. 

• When they entered training. 84 percent were at or 
below the poverty level. 

• Following vocational training, these veterans’ 
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aggregate income increased to 
m apfmjxtmaicly S60 million — rep- 
resenting a 402 percent increase. 

• After completing vocational reha- 
bilitation. these veterans paid an 
estimated S3.7 million to Social 
Security. 

• Following vocational rehabilita- 
tion. these individuals paid SI 3 
million in total estimated state 
and federal income taxes. 

In fiscal year 1994. VA placed 5.000 veterans in 
jobs. VA has estimated that these veterans, in their first 
year of full-time employment, will pay an estimated 
$2 1 million in taxes. VA also estimates that these vet- 
erans will have an average work life of 25 years. 

From a purely economic standpoint, it is sound 
public policy to return disabled veterans to meaningful 
employment following injury or onset of disease. .Not 
only do we assist these disabled veterans to quickly get 
on a sound economic footing and back to a productive 
life, but wc also expand the tax base. This is ceaainly 
a win-win situation. To do this, VR&C will need an 
estimated 600 additional employees just to provide the 
level of services it provided in fiscal year 1992. 

VA also ran out of money in 1994 for vocational 
rehabilitation revolving fund loans. Disabled veterans 
were denied these loans, even though repayment was 
guaranteed through deductions in the veterans' com- 
pensation or military retirement payments. As a result, 
some disabled veterans withdrew from training for 
financial reasons, which could have been avoided. Wc 
recommend that Congress enact legislation to make 
these loans available to all disabled veterans. 

We also recommend that VA propose legislation to 
authorize non-paid training/work experience in the pri- 
vate sector. This type of program has been successful- 
ly in place in federal agencies for almost 20 years and 
in state and local governments for three years. 

Recommendalions 

• Add 600 employees to VR&C 

• lncrea.Ne the cap on contract counseling funds. 


* Provide sufficient funding for 
vocational rehabilitation revolv- 
ing fund loans. 

* Authorize non-paid training/work 
experience in the private sector. 

Insurance and Indemnities 

VA administers seven life insur- 
ance programs, which provKk insur- 
ance protection for veterans and 
.servicepersons. At the end of fiscal 
year 1994. 2.9 million policies were in effect, with a 
toul face value of $25.8 billion. In addition. VA also 
supervises the Servicemans* Group Life Insurance 
(SGLI) and the Veterans' Group Life Insurance 
(VGLI) programs which, by the end of fiscal year 
1994. provided $481 billion of insurance coverage to 
3.2 million veterans and servicepersons. The Service 
Disabled Veterans' Insurance and Veterans* Mongage 
Life Insurance programs arc the only VA-administered 
insurance programs still open to new issues. SGLI and 
VGLI are also open to new issues. 

VA has two insurance centers (located in Philadel- 
phia, PA. and St. Paul. MN) that have provided excel- 
lent service to Anierica's veterans and their families 
through the years. The average time to process an 
insurance claim increased slightly from the fiscal year 
1993 level of four days to five days in fiscal year 1994. 
The outlook for fiscal year 1995. based on a projection 
of 435 employees without any consideration of over- 
time pay. is the same — an average processing time of 
about five days. 

The Insurance Service is also obtaining interactive 
voice response technology, which would allow policy- 
holders to access iheir accounts through touch-tone 
phones to obtain information on their accounts. VA 
hopes that this new system will not only free up per- 
sonnel from answering routine policy status questions, 
but also help to eliminate blocked calls. VA has suc- 
cessfully tested this technology and anticipates that 
this system will be operational in early 1995. 

Finally. VA has made significant progress in mod- 
ernizing the Insurance Service ADP system. Comput- 
er software has been rewritten for greater flexibility 
and easier programming. All workstations now have 
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these improvements. ADP modern- 
ization is important to the effective 
and efficient operation of the insur- 
ance program, and it enables VA to 
apprise the policyholder better about 
his or her policy. 

Ijoan Guaranty 

The VA’s home loan program provides a guaranty 
on home loans to veterans by lenders. Administration 
of this program involves issuance of a certificate of eli- 
gibility; appraisal review and issuance of a certificate 
of a reasonable value, or monitoring lender appraisal; 
approval of loan application or review of lender clos- 
ings; and issuance of guaranty certificates 

Veterans are provided infomiaiion abiiut their 
rights and responsibilities and the sale of properly. 
Loan servicing comprises a major function of this pro- 
gram. Its purpose is to avoid or mmimize loss by the 
veteran and the government while assisting the veteran 
in keeping his or her home despite financial difficuliies. 
Loan servicers counsel veterans who arc delinquent 
and suggest ways to bring loan payments current or 
help with developing repayment plans VA helps the 
veteran sell the property or permits tlie veteran to give 
VA a deed in lieu of foreclosure when necessary. 

VA pays the lenders' claims on foreclosed proper- 
ties. manages these propenies and arranges for their 
sate as quickly as possible to minimize loss. 

Loan Guaranty Service operates a unit to monitor 
lenders The l.oan Guaraniy Service Monitoring Unit 
<MU) continues to actively identify and limit the Ser- 
vice’s vulnerability to fraud, waste, abuse and non- 
compliance with VA lending and servicing 
requirements. During fiscal year 1^. the Monitonng 
Unit staff completed 104 on-site reviews of lenders 
and servicers; 69 of the reviews were loan origination 
audits and 3S were servicing audits. Through fiscal 
year 1994, a cumulative total of 629 on-site reviews of 
lenders and servicers was completed by MU suff: 491 
of these reviews were origination audits, and I were 
servicing audits. Over the past 4.S years, the MU has 
audited 491 (74 percent) of the 663 lenders who annu- 
ally closed 50 or more automatic loans. 

As a result of these audits. VA has recovered 
losses in the amount of SI. 027, 729. accepted indem- 


nification agreements in the amount 39 
of S2,826.67S and denied habiliiy ^ 
on loans with potential claim and 
acquisition costs totaling S664.940. 

The MU has also assisted the VA 
Office of Inspector General in the 
recovery of losses resulting from IG lender audits, 
which generated receipts of SI. 290. 56 1 for non- 
compliance with VA credit standards and savings 
of S25I.366 in the denial of VA liability on out- 
standing loans. 

Cumulatively. VA has received or avoided losses 
of 56.041. 27 1 as a result of the Monitoring Unit’s 
activities. The high priority placed on monitoring and 
conirolling program participanl compliance has not 
only resulted in ihe significant recovery of program 
losses due to unacceptable underwriting and servicing 
practices, but has helped to substantially strengthen ihe 
effectiveness of the credit program operations, thus 
minimizing VA’s risk. 

Recent changes in law have expanded eligibility to 
VA guaranteed home loans. Now eligible are 
reservists who arc discharged because of a service- 
connected disability before completion of six years of 
service; servicemembers who cannot complete two 
years of active duty, which would otherwise be 
required except for their early release due to disability 
or military downsizing, and spouses of reservists who 
die as a result of service-connected causes. 

This legislation authorizes restored entitlemeni, on 
a one-lime basis, to veterans who have satisfied a prior 
VA loan bui still own the property Oiangcs in the law 
also permit refinancing of an adjustable rate mortgage 
(ARM) to a fixed rate even if the fixed rale is higher 
than the current rate of the ARM. The Interest Rale 
Reduction Refinancing Loan (IRRRL) program is a 
major program that encourages veterans with high 
interest home loans to refinance lo a lower rate 

Loan Guaraniy Service also administers the grant 
program for specially adapted housing, available lo 
certain severely disabled veterans. The eligible veter- 
an is given personal avsisiance through each step of 
this process, from purchase of property to final pay- 
ment of the grant. 

The VA Loan Program marked its 50th anniver- 
sary with its highest volume year. VA guaranteed 


In fiscol year 1 994, 
VA ptexed 5,000 
veterans in jobs. 

A 


Indr/ttitJeni Budgft for Fiscal Year 1996 




216 


40 602.244 home loans, loidiing S55.I billion, in OncuI 

^ year 1994. This exceeded ihc previous high of 

600.507 loans in fiscul year 1956 and S-^4.K billion in 
fiscal year 1987. This brings (he loia) number of loans 
financed lodaie to 14,498.000. wiih .^.4 niilliun loans 
outstanding. VA also administered .‘164 grants for spe- 
cially adapted housing, totaling SI.T5 million, during 
fiscal year 1994. 

These record numbers are attributable to a combi- 
nation of factors: the lowest interest rate in more than 
20 years, implementation of sweeping changes in the 
program, and the campaign to encourage veterans to 
lake advantage of lower imcresi rales by rermanemg 
existing loans. 

During fiscal year 1994. VA guaranteed .11I.9.W 
refinancing loans, of which 289.756 were interest rate 
reduction refinancing loans This means that 53 per- 
cent of the veterans who obtained VA loans in fiscal 
year 1994 were able to refinance the loan on the home 
they owned. More than 9.*^ percent of (hose refinanc- 
ing were able to reduce the interest rate on the VA loan 
they had previously taken. 

Reduction in payments for veterans under this pro- 
gram will result in an estimated savings of nearly SI. 5 
billion. Savings for the government because of lower 
foreclosure rales is estimated at S56 million. 

Loan servicing continued to be a success story 
in fiscal year 1994. When a veteran is three months 
in arrears on loan payments, the lender notifies VA. 
and VA personnel initiate coplaci with the veteran to 
help in the avoidance of foreclosure In fiscal year 
1994. there were 5.230 "successful interventions" in 
delinquent loans, resulting in an estimated S6fl mil- 
lion in savings to the government. The number of 
foreclosures and foreclosed properties on hand con- 
tinues to drop. 

In addition to its regular programs. Loan Guaran- 
ty Service is undertaking a pilot program for direct 
loans to Native American veterans living on trust land 
Authority for this program was provided by Public 
Lom I02‘547 because lenders have been reluctant to 
make loans for properties on trust land due to title and 
access problems. The law requires the appropriate 
governing body of the Native American to enter into a 
Memorandum of Understanding with VA to provide 


for working with VA on originating, servicing and 
foreclosure, and allowing VA access to the trust land 
for these activities. VA has met with several groups 
and entered into .Memoranda of Understanding with 2U 
Native American groups. Further meetings and nego- 
tiations are continuing. 

Loan Guaranty Service is also involved with u pro- 
gram to provide housing for homeless veterans. Leg- 
islation enacted during fiscal year 199.^ provided 
specific auihoniy to lease acquired properties to orga- 
nizations working on behalf of homeless veterans. 
VBA subsequently implemented a lest program to 
lease 50 properties to homeless providers for up to 
three years at a rent of SI per year. To dale. 42 of the 
50 properties have been leased. 27 of them during fis- 
cal year 1994. An additional 12 properties were sold 
to homeless providers during fiscal year 1994 

Loan Guaranty Service is conducting outreach to 
veterans affected by military downsizing. It has estab- 
lished a program to provide assistance to servicemem- 
bers and veterans who. because of imminent or recent 
release from active duty as a result of base closing and 
downsizing of military forces, may be at risk of 
encountering financial difilculiies and, perhaps, losing 
their homes, letters were sent to over 200.000 recent- 
ly discharged veterans, active duly servicemembers. 
DOD civilian employees and reservists to advise them 
of VA's programs -and provide them with addresses and 
telephone numbers to receive financial counseling and 
discuss allemattves lu foreclosure of their home loans. 

Loan Guaranty Service continues to search for 
ways to improve hs programs and services. Customer 
satisfaction surveys reveal that more than 90 percent of 
veterans responding who recently obtained VA loans 
indicated they were "satisfied" or "highly satisfied" 
with the treatment they received. Responses from 
lenders arc also generally positive. 

The Loan Guaranty Leadership Enrichment Pro- 
gram was held in September 1994 The program was 
designed to identify and enneh a diverse cadre of 
potential future leaders within the Loan Guaranty 
workforce. The 64 attendees, nonsupervisory. jour- 
ney-level technicians, were competitively selected 
from 151 applicants. Attendees received briefings on 
presentation and writing skills and on major issues fac- 
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mg VBA and (h« Loan Guaranty program. They par- 
ticipated in chalknging discussions and exercises with 
senior Loan Guaranty and VBA managers and devel- 
oped group presentations on customer service. 

Loan Guaranty Service conducted training for 9t 
loan technicians during the year, in addition to 
enhancing the overall level of knowledge among the 
more experienced loan specialists, the training stressed 
the imponance of consistency in adminislenng the 
Loan Guaranty program in all areas of the country. 

Loan Guaranty Service is conducting a pilot pro- 
ject at the Oakland Regional Office to evaluate a sig- 
niticantly different way of doing business with 
participating lenders. In place of the current proce- 
dure in which a lender submits a report of a loan to VA 
and waits for evidence of the guaranty while VA con- 
ducts a comprehensive review of (he entire file, 
lenders are completing a loan summary sheet and 
submitting it with the loan file. The data on the loan 
summary sheet is input directly into (he Loan Produc- 
tion System and the Certificate of Guaranty is auto- 
matically issued. Ten percent of the loans are (hen 
selected for comprehensive review and another 10 
percent are selected for post audit. 

The results of the pilot have been so successful in 
speeding up the process of issuing the Ceriificaie of 
Guaranty without any discernible decline in the quali- 
ty of the ca.scs submitted by the lenders that instruc- 
tions lor nationwide implementation of the revised 
prcK'edurc are nearly complete. Loan Guaranty Ser- 
vice expects to implement the procedure nationwide 
for loans closed on or after March I. 1995. 

In January 1994. the Loan Guaranty Program was 
selected as a pilot program for perfixmance measure- 
ment under (he Gmenune/ir and Pfrfomanc e Results 
Al l of ms iCPRAl In March 1994. VA developed 
and submitted a performance plan for FY 1994 to (he 
Olf'ice of Management and Budget Area directors 
were briefed on the Loan Guaranty GPRA performance 
plan at the ManageoKnt Council meeting in April. 

All (he performance indicators in the performance 
plans are items the Loan Guaranty Service wa.s previ- 
ously measuring, except for customer and lender satis- 
faction surveys, llie surveys were being developed 
before the passage of GPRA. as part of an increased 


focus on customer satisfaction. The survey results will 41 
be an important new indicator of program perfor- g 
maiKC The performance goals were ba.sed on stan- 
dards already or soon to be in VBA manuaJs or circulars. 

Loan Guararny Service will be preparing a circular to 
inform field stations of the nationwide performance 
goals included in the GPRA performance plan. 

Loan Guaranty Service has been involved in the 
modemi 2 ation program under the umbrella name of 
Loan Processing System (LPS). Several new computer 
applications, when fully implemented, will result in a 
comprehensive, produciion-oncnted. on-line set of sys- 
tems 10 serve the needs of the Xjoan Guaranty program. 

Military downsizing and expansion of eligibility 
will bong additional applicants into the Loan Guaran- 
ty Program in FY 1996. Additionally, the recent 
increase in the maximum guaranty from S46.000 to 
$50,750 will have the practical effect of increasing the 
maximum VA loan for the purchase or construction of 
a home from $l&4,000 to S203.000 and will likely 
have an impact in higher cost-of-living areas. 

In fiscal year 1994. FTEEs were shifted from the 
Loan Guaranty program to Compensation and Pension 
Service. This will have a negative impact on the Loan 
Guaranty program. The IBVSOs urge that Loan Guar- 
anty staff not be taken from the service to cure the 
problems related to claims processing. This will ulti- 
mately only result in similar problems in the home 
loan service and will defeat many of the commendable 
efforts of this service to offer timely and satisfactory 
service to its bcnertcianes. 

The IBVSOs also urge Congress not to raise (he 
loan funding fee in an attempt to raise additional 
money. This also defeats the purpose and advantages 
of a VA loan. 

Recommendaiions 

• Loan Guaranty staff should be retained in the Loan 
Guaranty Service and not reassigned to claims 
processing. 

• There should be no increase in the loan 
funding fee. 
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^2 General Adminislrotion 

H General Administration is funded 
under the GOE appropriation. This 
activity consists of the Office of the 
Secrciai>. six Assistant Secretaries 
and three staff offices. The Indepen- 
dent Budget, for this fiscal year, has 
recommendations for the Board of 
Veterans Appeals and the Office of 
Genera) Counsel only. 

Board Of Veterans* Appeals (BVA) 

Ttile J8 U.S.C. Chapter 7/ established the Board 
of Veterans' Appeals (BVA>. its chairman is directly 
responsible to the Secretary of Veterans Affairs. The 
PresKknt appoints BVA's chairman to a six-year term; 
the Senate confirms the appoinimem Until July 1994. 
BVA contained up to 66 members, including a vice 
chairman, whom the Secretary appointed (pending 
Presidential approval) for nine-year terms. The BVA 
chairman recommends individuals the Secretary 
appoints for Board membership. Pursuant to Public 
Law IOS-271, the 6S-mcmber cap (not including the 
vice chainnan) was lifted. 

On November 2, 1994. the President signed into 
law a multi-provisional measure, the Veterans' Benefits 
Improvement Act of 1994, Public Law 10,1-446. which 
affected a wide range of veterans' benefits and ser- 
vices, including changes at BVA. This measure elim- 
inates term limits for board members other than the 
chairman and establishes job performance standards 
The chairman will conduct and complete reviews at 
least once every three years. The Act also provides 
hoard members with the same basic pay that adminis- 
trative law judges (AU) receive. The IBVSOs have 
supported pay equity for BVA board members in the 
Iasi (wo Independent Budgets. 

BVA enters final decisions on appeals to the Sec- 
retary of Veterans Affairs on matters involving VA- 
administered benefits. BVA's Jurisdiction encompasses 
ihe range of veterans' benefits, including claims for 
cnlitlcmcni to service connection, disability ratings, 
pension benefiis, home loan guarantees. insuraiKC and 
educational benefits BVA's primary objective is to 
decide cases promptly, consistent with statutory, regu- 


latory and controlling precedent of the 
United States Court of Veterans 
Appeals (CVA). 

Adverse VA field office deci.sions 
are cenified to the BVA for review, 
provided veterans have filed timely 
notices of disagreement with the rating 
board deiermination and VA receives 
timely substantive appeals following 
Ihe issuance of the Statement of the 
Case. The Statement of the Case must outline the 
issue(.s}. evidence of record, pertinent laws and regula- 
tions. and reason for the decision. TTiis statement is 
designed to assist veterans prepare written and oral 
arguments to BVA. 

In the past, a pane) of two or three board members 
signed BVA decisions This changed when Public 
Imw IOS-271 was enacted, allowing the chairman to 
assign appeals to an individual member or to a panel of 
at least three members. This law also revised the 
reconsideration process, prohibiting the original deci- 
sion-makers from participating in the reconsideration. 

In an effort to hasten the appellate process. Con- 
gress also provided, under Public Utw 103-446. that 
the Secretary of Veterans Affairs ensure that all 
remanded appeals be treated expeditiously. In addi- 
tion. BVA may screen cases on appeal, to determine 
whether the record is adequate for decisional purposes 
and to immediately remand cases for which the record 
is inadequate. In this way. cases that BVA cannot 
finally decide can return to the regional office for addi- 
tional development, instead of remaining in storage. 

The Veterans' Judicial Review Act (VJHAI. Public 
Law 100-687 (November 18. 1988), established CVA. 
which is charged with reviewing appeals of BVA final 
decisions. Prior to the law's enactment. BVA was the 
final appellate authority for almost all veterans' bene- 
fits clairm: veterans had no recourse to the federal 
court system. The BVA workload now includes cases 
that CVA remanded to BVA for development or action 
and the additional responsibility under VJRA for 
reviewing ail fee agreements between claimants and 
allomeys for representation before VA (subsequent to 
a final BVA decision). BVA must also interpret CVA 
decisions and assist the General Counsel on certain 
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mailers before CVA, such as memo- 
randa on questions of law and certifi- 
cation of the record on all appeals 
before BVA. 

There are no quick fixes for the 
problems BVA faces. The long-term 
solution seems obvious to us. Con- 
gress must provide BVA with 
resources to hire and train enough 
employees to adjudicate appeals in a timely manner. 

In fiscal year 1992, BVA had 411 employees; this 
increased to 449 in fiscal year 1993. BVA siafTmg lev- 
els have remained essentially unchanged since then. 
To ensure that BVA can meet its workload with 
trained, qualified .staff attorneys, it needs about 50 new 
employees. This will afford BVA an adequate pool of 
trained staff attorneys to draw upon to replenish its 
board member ranks. A staff attorney usually needs 
between seven and ten years of experience to be con- 
sidered for board membership. 

Congress must provide additional funding for 
BVA's training programs. This is critical. For loo 
many years. BVA has neglected staff attorney training. 
BVA cannot render timely, sound decisions and 
achieve maximum cost-effectiveness without a well- 
trained work force. 

Training is an investment that pays large returns in 
high-quality work, productivity, innovation and a high- 
ly competent work force. A small staff ^ould exist to 
develop and coordinate BVA-wide training. BVA 
should institute a formal, on-going training curriculum 
for staff counsel and board members. 

Congress must fully fund training activities for fis- 
cal year 1996. The IBVSOs recommend J200.0CX) to 
support senior staff training and travel and on-site 
training activities for all staff employees. This is a 
modest amount compared to amounts the private sec- 
tor invesis in training. 

Also, an importani factor in producing timely, 
sound decisions is automation and a conducive work 
environment. To this end. Congress should ensure that 
BVA has sufficient funds to continue automation of 
board sections. 


Recommendalions 43 

• An appropriation of $200,000 ^ 

should support BVA's fiscal year 
1995 training activities 

• Congress should inercase BVA 
staffing levels by 50 employees. 

• Congress should appropriate suf- 
ftcienl resources to continue ADP 
automation. 

office of the General Counsel 

The General Counsel is VA's chief legal officer. 

The Office of the General Counsel (OGC) provide\ 
legal services to ihe Secretary of Veterans Affairs and 
all Department components in VA Centra) Office and 
the field offices. The scope of these services includes 
all matters of law arising within the context of VA's 
programs, operations and relations with its beneficia- 
ries. other governmental entities and the private sector. 

OGC functions arc distributed among seven profes- 
sional staff groups: 

• Group 1: bankruptcy, education, loan guaranty, 
hospital collections, ton claims, vocational reha- 
bilitation. 

• Group II: compensation, pension, insurance, bur- 
ial, and other miscellaneous benefits; national 
cemeteries. 

• Group III: crimes and police matters, ethics, 
labor relations, medical care benefits, hospital 
administration personnel. 

• Group IV: administrative procedures, appropria- 
tions. civil nghis. information disclosure. 

• Group V : Board of Contract Appeals, cemeteries, 
construction, environmcnlal and historic preserva- 
tion. procurement, real estate. 

• Croup VI: management and operations. 

• Group VII: representation of VA in the U.S. 

Court of Veterans Appeals. 

VA District Counsel and assistants are located in 
the Va field offices. 
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44 Specific responsibilities and activities of OGC 
^ include: 

• Furnishing legal advice to all Department compo- 
nents and ensuring implementation of laws consis- 
tent with their meaning and intent 

* Examining for legal correctness all regulations, 
rules and directives. 

* Collaborating with the Department of Justice on 
referred litigation. 

• Resolving administrative tort claims filed against 
the Department. 

• Initiating and responding to legal actions in state 
and federal courts arising under the loan guaranty, 
guardianship and debt collection programs. 

« Issuing final Department decisions on discrimina- 
tion complaints filed by employees and applicants. 

• Collecting funds owed the federal government 
under the Medical Care Recovery Act, Workers* 
Compensation, medical insurance, educational 
overpayments, loan guaranty and escheat. 

• Mainiaining liaison with mentiers and ^)propriaie 
cornmiflees of both houses of Congress and monitoring 
state legislation affecting laws administered by VA. 

« Supervising ind coordinating matters pertaining to 
proposed state and federal legislation, executive 
orders and proclamations. 

* Representing the government in matters before the 
VA Contract Appeals Board. 

* Representing the Department in matters before the 
Merit Systems FVotection Board. 

* Representing the Department before the Court of 
Veterans Appeals. 

In FY 19%, OGC’s ability to provide timely, quail- 
ly legal services will be determined by the adequacy of 
resources dedicated to that operation. Like other ser- 
vices within VA. OGC faces several ia.sks and challenges 
and an ever mure complex environment, all of which 
make it important that it receive the needed support. 


In FY 1994. OGC had to juggle its resources to meet 
unavoid^le expenses, such as locality pay for field attor- 
neys. Streamlining will have a profound effect on OGC. 
Us field operations will suffer (he loss of offices, from 50 
10 20. While the elimination of supervisory positions 
and the loss of these offic'es will no doubt affect services. 
OGC simply cannot afford to lose attorneys, who them- 
selves will have lo retrain and specialize. 

OGC faces increa.sing needs in VA Central Office 
as well, h is becoming increasingly important to have 
attorneys permanently assigned lo the Under Secretary 
for Health and the Under Secretary for Benefits, lo be 
readily accessible and available on a full-time basis. Ai 
present, there are no available funds for that purpose 

With reduction in field offices, automated data 
processing systems, for availability of information, are 
a necessity. These sysiem.s are needed to maintain 
third-parly billing and monitor field office activities, 
for example. The legal activities that will result from 
expanded health care reform within states will require 
additional attorneys. 

OGC averts liabilities and costly litigation by a 
proactive approach. This approach requires ii to prac- 
tice preventive law through the ideniificaiion and 
appropriate handling of problem coniraciors and 
physicians. And. it requires some rcslnicturing of per- 
sonnel involved in labor relations and contract matters. 

OGC‘s largest single workload is personnel mut- 
ters. With resources. OGC could train personnel 
department employees to handle investigations and 
cases at administrative levels, thus reducing .some 
attorney work time. Similarly, contracting officers 
need training to enable them to perform better in han- 
dling contract matters. Medical center directors are in 
need of training to increase their awareness and under- 
standing of their ultimate accountability in these areas. 
Health care reform will add to their responsibilities in 
mailers with poienlia) legal consequences. 

With proper automated data processing systems, 
training could be more effectively accomplished in 
preventive law in these many areas. With an increas- 
ing need for training, and District Counsel available at 
fewer locations, travel needs are increased, for which 
additional funding is also needed. 

In summary, despite decreasing FTEEs and 
tremendous increases in legal work, both in the field 
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and a( ihc main ofncc in Washin|ion. 

DC. OGC is attempting tu cope \«fith 
these problems by upgrading its field 
automation equipment and streumiin- 
ing the manner in which legal work is 
performed, including consolidation 
of some of OGC*s current Held 
offices. These initiatives cannot be 
accomplished without resources to 
pay for them. It is noted that, though 
the need for additional resources 
during the implementation stage will increase the 
OGC budget for FY 1996. expenditure of these 
resources should result in considerable future sav- 
ings. The IBVSOs therefore urge that Congress pro- 
vide the funding necessary for OGC to effectively 
accomplish its mission. 

The Coun of Veterans Appeals has. in several of its 
opinions, noted untimelincss. dilatory actions and other 
unprofessional conduct of VA attorneys practicing 
before the Court. Given the complaints about the con- 
duct of members of Professional Staff Group VII. it is 
also suggested that there be an internal review by the 
General Counsel to determine what measures arc neces- 
sary to prevent this conduct from recurring in the future. 

Under the law. the General Counsel is empowered 
to issue precedent opinions that are binding on VA. 
With judicial review, several of these opinions have 
been overruled by decisions of the Court. The occa- 
sion for their review always arose out of their adverse 
effect upon VA claimants seeking benefits. 

Because the Office of General Counsel is entrust- 
cd with the responsibility of impanially interpreting 
the law. it has an ethical responsibility not to favor its 
employer or any interest in these binding precedents. 
Therefore, the General Counsel should strive to reach 
conclusions that follow from a neutral analysis of the 
law and are not tailored to serve institutional objec- 
tives. If the Ger>eral Counsel's opinions repeatedly 
appear self-serving, they will continue to provoke 
challenges by those prejudiced thereby and will likely 
rtot be accorded respect by the Courts. 

Recommfndaiion v 

• Additional funds in the amount of (150.000 

should he appropriated to permit stationing of 


attorneys with the Under Secre- 45 
lary for Beneftis and the UrKlcr g 
Secretary for Health. 

Funding in the amount of mil- 
lion should be provided for neces- 
sary automated data processing 
equipment. 

Funding in the amount of 
S400.000 should be provided for 
training in preventive law. person- 
nel matters, contracting and Med- 
ical Center Director legal 
responsibilities. 

• Additional funding in the amount of S400.000 
should be provided for increased travel needs. 

• General Counsel should conduct an internal 
review of the practices and productivity of Profes- 
sional Staff Group Vll. 

• Necessary action should be taken to ensure that 
precedent opinions of the General Counsel arc 
objective and unbiased. 

National Cemetery System 

The National Cemetery System (NCS) continues 
to provide high-quality service despite continued 
underfunding. However, because the system is not 
attracting the funding necessary to ensure its long-term 
health, many of the long-term projects that will enable 
it to continue serving veierans and their families may 
not be accomplished. 

NCS has three major missions. First, it maintains 
a system of national cemeteries, which by law are con- 
sidered national shrines. Second. NCS provides burial 
benefits for veterans and eligible dependents. And 
third, it administers the Presidential Memorial Pro- 
gram. the Stale Cemetery Grants Program and the 
Headstone and Marker lYogram. 

The System 

The National Cemetery System cunenily operates 
1 14 cemeteries and M other burial sites such as confed- 
erate cemeteries and soldier's lots. NCS now owns 
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10,662 acres of land, of which 5,355 have been devel- 
oped. Since the system’s inception during the Civil War. 
NCS has conducted 2.3 million interments. To meet 
future needs, approximately 278.000 gravesiles remain 
available on developed land, while the undeveloped acres 
can accommodate 1 .6 million additional casket sites. 

The IBVSOs' major concern regarding the future 
of the system is (hat it continue to expand to meet the 
needs of America’s 27 million veterans. Chart 2 
depicts projected yearly deaths in the veteran popula- 
tion. NCS statistics show that, historically, 10 percent 
of all veterans choose interment in national cemeteries, 
(f (he 10 percent figure continues to hold true, between 
1995 and 2010 approximately 800,000 to 900.000 veter- 
ans will request bunal in a national cemetery. Clearly, the 
existing developed acreage will not sustain (hat total, ainJ 
Congress must support expansion of existing sites where 
land is available. That means (hat NCS faces a deficit of 
nearly 700.000 interment sites by the year 2010. Chart 3 
shows the interment workload over the last 10 years. 

Residence and distance are also significant in the 
choice of a burial site. Many veterans’ families are 
reluctant to cross state lines to bury a loved one, and 75 
miles seems to be the maximum distance most consid- 
er a reasonable distance from home. For that reason, it 


is important that NCS develop and maintain open 
national cemeteries in each state. 

Another problem facing NCS is the impending 
closure of many of its facilities due to lack of empty 
gravesiles for initial (firsi-family-member casketed) 
burials. While many of these cemeteries will still 
accept cremains in their columbaria and second fami- 
ly members within occupied gravesiles, veterans who 
live in those areas may not find space available for bur- 
ial. VA estimates that by year 2000. it will declare 
seven more cemeteries closed to initial burial. 

NCS has five new cemeienes in the planning stages 
in Albany. Chicago. Cleveland. Dallas and Seattle. 

NCS Shortfalls 

NCS faces a shortfall of 278 FTEEs in 1996 and 
will need 1 3 additional FTEEs just to maintain the cur- 
rent level of service. To achieve the expected levels of 
service. NCS will emphasize burial operations in lieu 
of other functions, such as maintenance and repair. The 
backlog in obsolete equipment for fiscal year 1996 is 
$8.2 million, a level that wipes out modest gains made 
in 199! and 1992 when Congress voted additional 
funds to ease the equipment shortage. 
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The implications are clear. Congress and the 
Administration cannot continue lo underfund 
NCS’s maintenance and repair, equipment and 
FTEE accounts and expect service levels to remain 
high. Further, the overall condition of the cemetery 
system can only deteriorate. Last year, the Indepen- 
deni Budget pointed out NCS's problem in comply- 
ing with historic preservation requirements. We 
again recommend relief for (he NCS that would 
allow the system (o tear down dilapidated buildings 
that pose a safety hazard and detract from the park- 
like setting of most cemeteries, even though they 
are potentially eligible for the National Register of 
Historic Places. 

Secondary Missions 

The matching grant program for state veterans 
cemeteries will assume more importance as national 
cemeteries close. Last year. VA awarded grants total- 
ing $4,144,527 to seven states. 

NCS also administers the Presidential Memorial 
Certificate program, which provided 282,552 certifi- 
cates in 1 994. To assist NCS in processing applications 


and to keep waiting times short, the IBVSOs recom- 
mend $500,000 to complete the Automated Memonal 
Application System (AMAS). 

As part of the burial benefits program, VA pro- 
vides a headstone or flat bronze grave marker to eligi- 
ble veterans requesting the service. Last year, VA 
provided 300.754 headstones and markers. 

Recommendations 

• Add, at least, 15 more FTEEs to cover incremen- 
tal workload increases. 

• Provide at least .$2 million in additional funds to 
reduce equipment backlog. 

• VA should begin to study the feasibility of pro- 
moting a second national cemetery to ease the 
demand for space at Arlington National Cemetery. 
While the IBVSOs understand that it is not possi- 
ble to duplicate the national appeal of Arlington, 
properly promoted and placed, a second site with 
national significance should be pursued. 

• VA should aggressively pursue an open cemetery 
in each state. 
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48 * VA should aggressively pursue expansion of exist* 

^ ing national ccmetencs wherever possible. 

• VA should recommit itself to a policy of an open 
national cemetery within 7S miles of 75 percent of 
America’s veterans. 


• VA should seek relief from historic preserva* 
lion requirements at NCS facilities wherever 
appropriate. 

Cost 

* $82 million appropnaiion for fiscal year 1996. 
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The United States Court of 
Veterans Appeals (CVA) 


P rcNidcni Reagan signed ihe Veter- 
ans' Judicial Review Act (VJRAl 
Public Law 100-687. into lau on 
November 18. 1988. This law creates an Article I 
court, the United States Court of Veterans Appeals 
(CVA). which has exclusive jurisdiction to review final 
Board of Veterans' Appeals (BVA) decisions. 
Although unique in some aspects. CVA is in nx>si 
ftspecis a “iradiiionar' federal appellate court. 

The IBVSOs recognize that CVA is not pan of 
the Department of Veterans Affairs (VA). It obtains 
Its funding, however, from the same appropriations 
subcommittee — VA. HUD and 
Independent Agencies — that pro- 
vides VA with funding and it so pro- 
foundly impacts VA that we include 
it in the Independent Budget. 

eVA's primary mission is to 
review final BVA decisions for 
errors of law and erroneous find- 
ings of fact. On questions of law. 
eVA’s standard of review is broader. CVA may set 
aside legal determinaiion.s from BVA or (he Secre- 
tary on a number of grounds, including arbitrari- 
ness. capriciousness or abuse of discretion, or if 
decisions are not in accordance with law. are con- 
trary to statutory or constitutional rights or do not 
observe legal procedure. CVA's authority to hold 
BVA findings of material facts unlawful is limited, 
and CVA may only set findings of material facts 
aside if the findings are "clearly erroneous.** 


CVA received its first appeal in November 1989. 
and as of September 30. 1994. had received 7.621 
appeals It received approximately 1.1 30 new appeals 
during FY 1994, about 100 fewer appeals than in FY 
1993. For the first two months of FY 1995. the num- 
ber of appeals has increased slightly over the last year. 

One of the biggest problems CVA still faces is the 
many pnt se appeals filed. These pro se (unrepresent- 
ed) appeals now comprise 80 percent of CVA's docket 
at ihe time the appeal is filed. This has decreased two 
percent since last year. More manpower hours are 
expended in pro se cases than in cases where VSOs or 
pnvate attorneys represent veterans 
because most pm se veterans have 
never encountered the legal proce- 
dures required in federal appellate 
couns such as CVA and arc unfamiliar 
with these legal procedures. This sit- 
uation remains difficult, even though 
CVA has simplified procedures to 
enable pro se litigants to present their 

own appeals. 

On a positive note, however, CVA has benefited 
from the Veterans Consortium Pro Bono Program. 
While 80 percent of appeals filed with CVA arc pm se. 
the Pro Bono Program has cut (hat figure in half 
through its efforts to screen appeals for merit and to 
find representation for those cases with merit: 

Despite the difficulties its large pro se docket pre- 
sents. CVA disposed of 433 appeals in 1990. 925 
appeals in 1991, 2.289 appeals m 1992 and 1,903 
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One recent study indicated that VA can reduce 
its hospital inpatient workload by up to 44 per- 
cent!^ Congress must allow VA to treat its patients in 
the most appropriate settings, and VA should divert its 
inpatients into more appropriate outpatient or long- 
term care settings. The Independent Budget specifies a 
strategy below for effecting this. 

Recommendation 

With appropriate budget authority, diven 300,000 
inpatients treated (150,000 each in fiscal years 1996 
and 1997) to outpatient and long-term care venues. 

Cost 

Under appropriate budget authority. VA would 
save $2 billion. 

Intermediat e Car e 

The Intermediate care beds in VA hospitals serve a 
unique and important function. Veterans requiring a 
level of care between acute care and long-term or 
extended care are treated in these intermediate bed sec- 




1,200 


W Hospital Inpatients Treated 



^Brenda Booth. Ph. D., ci al. "Sonacure Inpatient Admissions to Department of Veterans AJfairs Medical Centers, " Medical Care 
Vol. 29. No. 8. August 1991 Supplement. 
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Medical Programs 


To reach the port of 
heaven, we must sail 
sometimes with the 
wind and sometimes 
against it— hut we 
must sail, and not 
drift, nor lie at anchor. 

Oliver WendfU Holme.i. 
The AuliK rai of ihe Brrakfast’Tuhle 


VA Medical Programs in FY 1996: 
Taking Stock for the Future 

The Failure to Enoct Comprehensive 
Nolionol Health Care Reform 

Health care was a defining issue during the first 
half of the Ctimun Administration and the I03d Con- 
gress. President Clinton introduced legislation that 
would have significantly affected the delivery and 
financing of health care in the United States. 
Despite much publicity, the Administration and the 
103d Congress could not reach the consensus need- 
ed to bring health care reform legislation in the floor 
of Congress. Some pundits predict that the health 
care reform issue will resurface in the 1 04th Con- 
gress. but most believe that any enacted legislation 


wiU he more moderate in its approach to reforming 
health care delivery and financing than some of the 
proposals (he )03d Congress introduced and the 
Clinton Administration's proposal. 

The Administration's bill. H.H. J600. promised 
veterans that all VA system patients would have access 
to the same standard benefits package that everyone 
else had in the new environment. This would have 
accomplished a long-standing VSO objective of pro- 
viding VA patients with a full continuum of medically 
necessary services, whatever their levels of eligibility. 
The bill would have guaranteed each enrolled veteran 
or dependent access to basic benefits New funding 
streams created through the Administration's proposal 
guaranteed that VA would recover the costs of deliver- 
ing basic benefits to all enrollees^-either from 
employers, from health alliances or from Congre.ss, 

In addition, the bill promised the VA system a new 
beginning, by offering a significant S3. 3 billion 
investment fund to expand gei>graphic accessibility to 
veterans and modernize and otherwise improve infra- 
structure so that VA could participate in the new 
health care environment. The Administration's pro- 
posal was the first to create a positive role for VA 
within the context of comprehensive national reform. 
Consequently, the veterans* community supported ihis 
ponitm of the bill as an acceptable starting point for 
negotiations with Congress and the Administration. 
I'hc IBVSOs have used the Administration's VA 
reform agenda as the Fiscal Year 19% independent 
Budget i legislative platform. 
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52 What Is Health Care 

■ Reform Likely to Look 

Like in the Future? 

Now the 104(h Congress has (he 
chance (o propose national health care 
reform. With all of the controversy 
reform advocates faced in the last 
Congress, the new Congress ma> not address compre- 
hensive health care reform. Gxtgress may address 
some modest reforms, such as Medicaid expansions, 
insurance reform, small market reform, administrative 
streamlining and increased opportunities for commu- 
nity care. Medical savings accounts may re-emcrgc 
from the last Congress. 

While the 104th Congress will likely lake a more 
conservative approach to health care reform, the VSOs 
hope to work constructively with its members to create 
a positive role for VA within [iroposed health care 
reforms and to ensure that Congress adequately con- 
siders the consequences of proposed legislation on the 
VA health care system. The VSOs are concerned (hat 
some proposed changes to the larger health care com- 
munity will adversely affect VA. 

For instance, if the number of uninsured individu- 
als grows because of continued federal entillcmeni cuts 
and federal inaction, use of the VA health care system 
as a "safety net" for veterans may increase. Conse- 
quently, if Its current health care funding is imperiled. 
VA will have to ration care. To avoid that problem. VA 
must have access to new funding streams if its patient 
base grows. Congress will have to establish funding 
streams to support basic VA health care benefits, so that 
any growth in services or caseloads will not necessitate 
rationing care to VA's current users. We will address 
fudher this critical initialive below. 

Staie Reforms 

States are scrambling to identify means to expand 
coverage for their residents, as they seek to contain 
Medicaid costs and uncompensated care costs for iheir 
providers. While the federal government seems 
increasingly reluctant to grant waivers from federal 
law. such as Medicaid. Medicare or the Employee 
Retirement and Income Security Act. the federal gov- 
ernment has given nine states some auihoniy to relax 
program requirements. States' successes should serve 


as models for other states* or national 
reform States will also ctmtinue to 
attempt to control spending and 
increa.se coverage within established 
parameters. Stales that are imple- 
menting or developing major actions 
are addressed in Appertdix D. 

Last year, the Independent Budget proposed a 
grant program for stales. While most of the 103d Con- 
gress suppoded a bill to accomplish some of the IB- 
VSOs' proposed reforms, its state pilot reform bill 
faltered when Congress failed to reach a consensus on 
authorizing VA medical centers to match (heir states' 
benefits packages. The veterans' service organizations 
sincerely hope that Congress can enact legislation that 
will allow VA medical ceniers in states with reform 
agendas to integrate with their communities and retain 
their patients. VA medical centers must be able to pro- 
vide, ai competitive rates, at least the same benefits a 
state program offers its beneficiaries. 

The Independent Budget goes fudher this year in 
proposing that Congrevs grant all VA medical centers 
authority to provide the full range of medically neces- 
sary care to any veteran entitled to VA care and. on a 
reimbursement basis, to higher-income veterans and 
veterans' dependents. Legislation is necessary, how- 
ever. to allow VA medical ceniers to adapt in states 
with active reform agendas. Some of the 103d Con- 
gress's proposals would have liberated VA from 
oppressive contracting restrictions and allowed centers 
to sell benefils to non-veterans, but would not have 
authorized additional funding for the logical extension 
of services. VA medical centers must have (he author- 
ity and funding to act as other providers in states with 
comprehensive reform. The VSOs suppod using state 
pilot programs to phase-in such authority. 

Private-Sector Reforms 
Private-sector reforms arc occurring at a staggering 
pace. In recent years, health cane providers have made 
(or lost) millions of dollars on mergers and acquisitions. 
Venical integration organizes delivery systems to allow 
access to a full array of services through one provider. 
For instance, some hospitals have merged with nursing 
home chains, clinical laboratories or outpatient surgeries. 
Vcdical integration is prevalent as providers attempt to 
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control costs. In-bouse services offer 
providers increased control over some 
operating costs, instead of accepting 
a local hospital's btd for services, for 
example, a health maintenance organi* 
zution could provide the care them- 
selves and retain any profit. 

The distinction between providers 
and payers blurs as more integration 
occurs. Providers are taking on payers' traditional rotes 
and risks and vice versa. Most health facilities 
acknowledge that the day of the stand-alone facility is 
quickly vanishing. Pannerships in which organizations 
attempt to complement each other's strengths and 
weaknesses continue to form. For example, many aca- 
demic medical centers are trying to identify ways to 
add primary care to their service menu. Pannerships 
with health maintenance organizations, piivate doctors' 
groups or their own staff physicians have blossomed as 
ntcdicai centers attempt to assure a steady patient flow 
for their specially services. Minnesota is basing its 
reform on these ‘'integrated service networks.*" Yet VA 
medical centers are not allowed to enter these partner- 
ships. The rrtore time elapses without VA participation 
in these pannerships. the more pnvate-sector planning 
and action will occur forcing VA into competitive, 
rather than collaborative, relationships. 

Particularly at risk are VA's relationships with its 
academic affiliates. VA has always enjoyed the sup- 
port and cooperation of its affiliates, on whom it relies 
for residents, equipment and contractual relationships 
with specialists. Congress must authorize VA to act to 
preserve these highly beneficial relationships. Aug- 
menting some services, such as primary care and 
women's health programs, and shanng must be pan of 
VA's plan. The academic medical centers art natural 
panners for VA in expanding into these areas of care. 
If VA had the authority for forming joint ventures, 
working with academic medical centers would benefit 
both the veteran and the community. Congress must 
loosen the binds on VA medical centers and allow 
them to integrate with their communities' providers 
before they are forced to remain isolated players in the 
emerging, tightly aligned environment. 
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VA's Central Office and the field | 
leadership recognize the challenges 
that beset the system. Several internal 
and commissioned studies have iden- 
tified key obstacles VA must over- 
come and strategies that may help 
Central Office and medical facilities 
resolve chronic problems. These 
studies similarly identify a rigid, over-centralized, 
bureaucratic management style; loo little local collabo- 
ration with medical facilities' communities and loo lit- 
tle local initiative; duplicative and itKfficieni service 
delivery: and leadership's reactive, rather than proac- 
tive. stance to changes in the health care environn)eni. 

Separately, each report offers its own definition of 
VA’s problems af>d suggested resolutions. Together, 
they indicate (hat VA and its employees are ready for 
massive reforms to ensure the system's place in the new 
health care order. We commend VA for its demonstrat- 
ed willingness to scrutinize itself and propose mean- 
ingful changes to the comfortable status quo. 

Current Reform Proposals 

A few of VA's most visible proposals are addressed 
below. 

THE VA NATIONAL HEALTH CARE 
REFORM TASK FORCE 

Dunng the 103d Congress. VA convened more 
than 250 individuals representing all aspects of its 
health care system to explore needed improvements. 
Modeled after the White House's “toll-gate" process, 
the Task Force was divided into smaller working 
groups who identified VA issues that national health 
care reform would affect. The working groups 
explored such topics as financing, marketing, external 
relations, management issues, delivery suoctures. clin- 
ical care issues and services VA should offer, along 
with other topics. The Task Force emphasized VA’s 
need to adopt a “managed care" practice style, stress- 
ing preventive and primary care and efficieni service 
delivery through better patient management. 

Although the Task Force based its reform around 
the enactment of the President's proposal, which 
would have opened VA to all veterans and veterans' 
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54 dependeni^. allowed chem (o receive ihe full coniinu- 
m um of medically necessary VA care, and created addi- 
tional funding streams for VA. many of its proposals 
are still valid. For example, the VSOs. who also par- 
ticipated in (he process, agree (hat VA must adopt a 
nunaged-care approach, integrate with their communi- 
ties. and meet or exceed local communities* quality 
and performance standards. Some in the veterans* 
community, however, believe Ihe Task Force over- 
emphasized the "Kaiser Pcrmancnlc** model for VA, 
rather than suggesting that it mobilize its resources 
around its own unique specialized missions in veter- 
ans' health care, education and research. 


grams that correspond to other programs operating fw 
Slate residents. While VA will remain a distinctively 
different type of health care provider from other com- 
munity providers, it must offer similar benefits and 
services if it is to parricipaie in the emerging health 
care environment. 

THE 'THIBAULT' REPORT 

The Task Force Report on Veterans Health Administra- 
tion Central Office Reorganization 

VA Central Office and field managers, private-sec- 
tor representatives and professional consultants com- 
prised this task force. The group has presented its 
report to the new Under Secretary, but because he has 
not had time to thoroughly review it, VA still considers 
the report a draft. 

This newest report proposes some details for 
decentralizing functions now assigned (o VA*s Centra] 
Office, (t stresses the need for Central Office to 
become a corporate "National Headquarters** that 
concentrates on creating policy and monitoring 
standards, rather than its current emphasis on opera- 
tions and crisis management. Correspondingly, the 
report also recommends empowering employees clos- 
est to patients, by encouraging innovative and 
informed local decision-making. The veterans* com- 
munity IS pleased with the draft, which offers a strate- 
gy to provide VA managers with a more fkxible. less 
bureaucratic structure that permits local, patient-cen- 
tered decision-making. The IBVSOs strongly support 
VA*s need to decentralize management and. in fact, 
have expressed, in our own policy statements and 
testimonies, the need for such reforms. 

THE -DETERS' REPORT 

The Task Croup on Veterans Health Administration 
Field Reorganization 

VA's new Under Secretary for Health. Kenneth 
Kizer. MD. has most recently proposed a slightly 
revised version of the "Deters" report's recommenda- 
tions on VA restructuring to the Secretary of Veterans 
Affairs. Like the ThibauU report, the Deters report rec- 
ommends that VA decentralize management and foster 
local, patient-centered decision-making to the extent 
possible and pragmatic. The report advocates creating 
"networks** within the system, to streamline and inte- 


THE -MRSeTTA' REPORT 

Proposed Management Improvements: Draft Report 
try the Resource Planning Methodology Field Over- 
sight Committee 

VA formed another internal task force, comprising 
primarily field managers, to investigate how VA could 
more efficiently use its staff and funding. The propos- 
al came in response to Vice President Gore's From Red 
Tape to Results recommendation that the executive 
branch cut staff across-the-board m each of its agen- 
cies The report enumerated several options to stream- 
line and consolidate administrative functions on a 
facility-by-facility basis without harming the quality 
of paiicm care. The veterans* community greeted this 
claim with a fair amount of skepticism. The Commit- 
tee. however, is to be commended for its efforts to deal 
constructively with VA's loss of resources. 

The Office of Management and Budget and VA 
Secretary Brown have since negotiated the size of VA's 
staffing cut. Congress also intervened, with legislation 
that established a floor for the number of Department 
of Veterans Affairs employees. These two efforts will 
help to assure that VA must not drastically cut its per- 
sonnel levels and. thus, damage patient care. 

The VSOs generally support efforts to consolidate 
non-medkal functions siKh as administration. That 
said, the VSOs believe that a personnel reduction as 
significant as the one the Gore recommendation might 
have imposed on VA, as one of many affected govem- 
meni agencies, would have been detrimental to patient 
care. This is particularly true if VA is to expand com- 
munity care and implemeni VA medical center pro- 
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grate services. The Under Secretary 
has embraced and plans to quickly 
implement many of the Task Group's 
recommendations. The VSOs appre- 
ciate the Under Secretary's respon- 
siveness to needs these reports define. 

At (he same time, we plan to continue 
to work with the Under Secretary to address residual 
concerns, particularly about estobli.shing accountabili- 
ty for maintaining (he integrity of VA's specialized 
missions and services. 

Critical Reform Initiatives and What VA 
Needs to Implement Them 
Various roadblocks, such as the lack of a perma- 
nent Under Secretary and national health care reform, 
have impeded VA leadership from proposing and lob- 
bying for a comprehensive legislative agenda. Now 
that these are no longer factors. VA can identify the 
legislative agenda it needs Congress to enact. Legisla- 
tive reforms are critical to any strategic improvement 
of VA’s medical care system. 

in this Independent Budget, the veterans’ service 
organizations concentrate on the reforms — both those 
that Congress must aulhonze and those that VA can 
implement now — that VA needs today to survive in the 
current health care environment. Without these 
reforms. VA medical centers cannot adequately care for 
current patients or prepare for the future. The next lime 
national health cart reform is proposed. VA must not be 
dismissed as a hopeless anachronism or its unique con- 
tributions to the U.S. health care system will be lost. 

IMPROVING VETERANS' ACCESS TO 
COMPREHENSIVE HEALTH CARE SERVICES 

Believing that enactment of the President’s health 
care reform proposal would accomplish much of (he 
long-standing VSO objective of eligibility reform, the 
veterans' community temporarily tabled its indepen- 
dent pursuit of this legislative initiative. Now that 
comprehensive health care reform is unlikely and the 
accompaniment of signifKrant new funding even less 
probable, the IBVSOs are re-asscrling eligibility as a 
key component of our legislative agenda. The IB- 
VSOs believe that Core Group or mandatory veterans 
must have access to the full continuum of care, from 


primary through long-term care We 
also believe that it is essential to 
include those with catastrophic dis- 
ability in the mandatory category for 
veterans* health care benefits. 

The Clinton Administration's 
health care reform proposal would 
have provided veterans and other Americans access to 
a continuum of basic health care services. The pro- 
gram would have also continued to allow VA to pro- 
vide Core Gruup veterans with "additional'* Tide 3S 
services beyond the basic benefits package established 
for other Amcncans. VA has several specialized mis- 
sions that merit identification, including spinal cord 
injury medicine, medical rehabilitation services, pros- 
thetics and sensory aids services, blind rehabilitation 
services, mental health programs, geriatrics programs, 
long term care programs and specialized programs to 
ameliorate exposure to environmental hazards such as 
Agent Orange, ionizing radiation and toxic agents used 
during the Gulf War. 

Of these services, spinal cord dysfunction medi- 
cine. blind rehabilitation services, prosthetics and 
onhotics .services, amputee clinic teams and Preserva- 
tion Amputee Care and Treatment (PACT) Program, 
and post-traumatic stress disorder treatment are the 
core of VA health care, because they treat veterans for 
conditions they experience disproponionately and for 
which VA has established unique expertise. If VA does 
not focus on these special missions and services, it 
loses its heart and its identity as a veteran s health care 
provider. 

The proposal also set up a new funding stream, 
which implicitly involved a capitated eniiilement 
account from which the Congress would fund basic 
benefits for VA medical care system enrollees. In an 
enrollment system, a guaranteed funding source is crit- 
ical. to ensure that VA can provide, without rationing, 
comprehensive services to eligible veterans This 
topic, too. is addressed in more detail below. 

Congress developed VA’s current criteria for 
access to VA health care around a delivery style that 
prevailed in the I9$0s— one that centered its care con- 
tinuum on hospital care and therapeutic medicine. As 
the practice of medicine ha.s evolved in the private sec- 


“ ▼ 

LegislaHve reforms are 
critical to any strategic 
improvement of VA's 
medico! core system 

A 


Independent Budget for Fiscal Year 19% 




tor and other care venues, these outdated eligibility cri- 
teria have severely impeded VA’s evolution and adop- 
tion of new care settings and delivery styles. 

Eligibility is established on two bases for veterans. 
First, a veteran is classified within an eligibility cate- 
gory; the veteran’s classification then determines 
which care and services VA can provide that veteran. 
For instance, veterans with service-connected disabili- 
ties rated at 50 percent or above have the highest pri- 
onty for services within the system. They are entitled 
to receive all hospital and outpatient care, whether or 
not that care involves their service-connected disabili- 
ty. These veterans with highly rated service-connect- 
ed disabilities comprise the only group that has almost 
complete access to the system. No other eligibility 
classification has unbridled access to outpatient care. 

Some veterans have access to inpatient care only 
and some veterans have access to inpatient care only 
under certain conditions. No veteran has entitlement 
to nursing home care. Another group that may com- 
pletely lack access to VA consists of non-mandatory 
catastrophically ill veterans. These veterans must 
impoverish themselves and their families before they 
become mandatory veterans. We have implored Con- 
gress to entitle these veterans to the same medical care 
services mandatory veterans receive at the onset of 
injury or illness, rather than to allow this impoverish- 
ment to occur. Congress should enable VA to provide 
these veterans with comprehensive services and allow 
them and their families better resource bases from 
which to rebuild their lives after rehabilitation or 
recovery. (See Table 6 for a detailed e^iplanaiion of 
eligibility for VA medical care benefits.) 

These complexities and restrictions make it diffi- 
cult to organize a managed-care practice style. Only 
veterans with highly rated service-connected disabili- 
ties have unrestricted access to (he primary and pre- 
ventive care on which managed-care systems focus. 
Since managed-care systems oversee patients' care 
through assigned primary cate teams or clinicians, 
opportunities to manage the VA patient’s care are lim- 
ited to only the highly rated service- related group who 
have access to primary care. 

Some VA medical centers have interpreted more 
liberally a clause within the eligibility code, “obviate 
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the need for inpatient care,” to establish outpatient 
case-management programs for high-risk populations 
such as hypertensive, diabetic, chronically mentally 
ill or frail elderly patients. Other pilot projects, such 
as the Sepulveda VA Medical Center's Pilot Ambula- 
tory Care and Education, have successfully eliminat- 
ed many of the breakdowns in the seamless 
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coniinuum of care ihai other VA medical ccniers' 
paiienis suffer. To succeed as more than a “safciy- 
nei" program within today's health care environment. 
VA must provide a continuum of medicuUy necessary 
health care services for its clients It must u)st> pro- 
vide efficient care management, as do some private- 
sector providers, as it emphasi7es the specialized 
missions that have characterized the VA system and 
contributed to its unique identity. 

The IBVSOs realize that VA cannot reform its sys- 
tem of access to medical care overnight. It needs the 
proper infrastructure, including increased capacity in 
Its primary care, ambulatory surgical and long-term 
care programs, to ensure that VA can divert hovpital 
inpatients into more cost-effective and appropriate 
venues of care VA must immediately begin, however, 
to implement the changes that will allow this to occur 
For this purpose, the IBVSOs have proposed incre- 
ments tn the Construction and Medical Care budgets 
tsec Construction Section, page il9) and budget 
authority to execute necessary changes. 

RESTRUCTURING TO ALLOW 

decentrauzed management 

Most in the veterans' community recognize (hat 
VA's practice of centralized management is no longer 
viable in a rapidly evolving health care environment 
that necessitates anticipating and implementing 
changes in the local environmeni Instead, to maintain 
ns primary missions and goals. VA must establish 
national parameters into which VA-approved medical 
facilities must fall. While this recommendation sug- 
gests curtailing and refocusing Central Office manage- 
ment functions, it doei not diminish or eliminate 
Central Oflke's significant role in creating and enforc- 
ing guidelines for field performance. However. VA 
must implement these parameters locally with mtnimal 
Central Office intervention. Central Office or 
intermediate-level staff should intervene only if a local 
facility has failed to perform at an expected level. 

The lirsi task VA's Central Office and field man- 
agement must accomplish is re defining and re assign- 
ing local VA facility missions. Together. Central Office 
and the field must cniically assess VA's current use of 
resources and define a plan to increase efficiency while 
creating maximum access to care for veterans This 


will clarify for Uxui facilities ihe pn)gram'> and services 
that Central Office expects them to operate and affirm 
ihat missions assigned best meet the need^ of individ- 
ual areas' veterans. While VA Central Office will 
define each medical ccnicr'.s mission, local manage- 
ment should have u formal advisory role In deciding 
what services the facility should pros Ide Without local 
support for re-avsigned missions, management and 
employees are unlikely (o he witling pamcipanls in 
reform. Granting a planning role to local facilities bet- 
ter ensures local involvement and acceptance 

The veterans' service organi/alions recognize that 
VA cannot greatly expand certain components, such as 
outpatient primary and preventive care and long-term 
care venues, without re-directing levources from other 
venues and creating economies by integrating and 
regionalizing certain programs Several proposals for 
restructuring VA to facililale implementing these ini- 
liaiives have emerged. Many of these plans have 
merit, in that they identify natural referral paiiems in 
VA utilization and. correspondingly, propose aliemu- 
iive management structures that could bring manage- 
ment closer to the patient. These proposals attempt to 
build into the system nexibiliiy and empowerment of 
local management. The veterans' service organiza- 
tions support a national structure (hat enhances effi- 
ciency and produciiviiy, but preserves the specialized 
programs for which the (!)cpanment of Veterans Affairs 
is renowned 

The second task VA staff confront in reorganizing 
is in establishing practice parameters on which the 
health care and veterans' communities concur The 
private sector is furiously debating some of these 
issues. VA can lead the clinical community in defining 
appropriate "critical paths" or "care maps" for func- 
tions in which VA has special expertise, such a.s pros- 
thetics. spinal cord injury medicine or treatment of 
bio-psycho-social disorders. Developing guidelines 
requires the counsel and agreement of many practi- 
tioners with divergent perspectives, training and back- 
grounds Therefore, reaching a consensus could be 
timely, costly and contentious 

Service issues demand a different focus oriented to 
(he market and patient satisfaction Some providers 
are establishing "report cards" that consumers can use 
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S8 to make educated decisions regarding health care 

^ providers. Report cards attempt to determine the 

■value" of services, from the consumer's perspective 
Because providers are not required to make (his type of 
tnformalion available now. and in fact may not even 
coiket such data, only the best providers have any 
incentive to disseminate quality information to their 
consumers. This is the only means through which the 
consumer can make educated decisions in selecting a 
care provider. 

Despite the nascent state of such measurenicnts. 
both sets of practice parameters — for service and clin- 
ical care — are imperative for quality assurance. VA 
medical centers must work as ftart of their local health 
care environments to determine the characienstics 
consumers in individual communities expect. They 
must then feed that information to VA’s Centra) Office 
so that, together, (hey can create a national minimal 
standard (hat meets local consumers' expectations. 

Consumer involvement is also imperative to mak- 
ing local management accountable to community cart 
standards. In addition to accounting for compliance 
with national standards to VA's Central Ofilcc and 
miermediaie management, each VA medical center 
should account to a local advisory board that can crit- 
ically assess VA's adherence lo local standards and 
strategic plans for delivering clinical care lo veterans. 
Advisory boards should also report breaches in nation- 
ally established standards. For example, if local man- 
agement refuses to correct quality problems, the 
advisory board should report these breaches to the next 
management level and recommend amendments. 
Local VSOs should participate m these boards to voice 
their constituents' opinions. 

Guklelinei hr Shoring ond Joint Vbnfures 

Among the guidelines VA's Central Office and 
field managers should devetofi are condiiions under 
which facilities may share resources. The VSOs art 
not alone in identifying the need to clarify the protocol 
for sharing relationships. The General Accounting 
Office (GAO) has recently reported military hospital 
commanders' and VA medical center directors' lack of 
awareness of authority and opponuniiies for enhanced 


sharing.^ In addition to this lack of awareness that 
inhibits sharing, incipient ugreemenis sometimes shat- 
ter when participating agencies* officials di.sagree on 
sharing terms. GAO asserts that, by not entering into 
more agreements. VA loses opportunities to access sig- 
nificant new funding from CHAMPUS — funding that 
the local facility keeps under the legislation authoriz- 
ing VA/DOD agreements! 

In each of the last six Independent Budget's, the 
IBVSOs express support for appropriate sharing 
agreemenis. Still, the VSOs are sometimes viewed as 
uncooperative and inappropriately territorial in (heir 
response to proposed shanng arrangements. Often (his 
is not so. The VSOs bclKvc that the system should not 
displace any veteran, and (hat VA medical centers 
should maintain (heir identities as providers for veter- 
ans. We generally approve of sharing when VA shares 
services and facilities or sells services lo military per- 
sonnel and CHAMPUS beneficiaries. These agree- 
menis have generated more resources for veterans. In 
some locations, sharing has allowed VA to expand 
where veterans' demand for services alone would not 
have justified a VA facility. We believe sharing is pos- 
itive. in most cases, for veterans and non-veterans 
receiving the services. 

Problems arise when federal officials do not 
inform the veterans' community about potential shar- 
ing agreements. The Rural Health Initiative, which 
would have opened six VA medical facilities to 
Medicare and Medicaid beneficiaries, met some strong 
veteran protest, because the initiative was brokered 
without the VSOs' knowledge. Had the VSOs had an 
opportunity lo comment on the proposal, obuin VA's 
a.ssurarKe that the agreements conformed to guidelines 
established for other shanng arrangements and educate 
their members as to the agreements' benefits, the 
Rural Health Initiative might now be a permanent fix- 
ture within (he VA delivery system. Communkalion 
and participation with the veterans' community arc 
essential to the success of major VA reforms. Without 
such participation from veterans in the decision-mak- 
ing process. VA should expect resistance and misun- 
derstanding 

CmJtmvt lo Imptrmmi CHAMPHS-Futuied Khcnnt 
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VA medical facilities may have oppoiiunities (and 
should seek opportunities) to share with community 
providers and. when appropriate, other federal 
providers. Currently, if arrangements are not framed 
as sharing. VA lacks the authority to enter into them 
unless they are deemed necessary for obtaining scarce 
medical resources. Authority may not eiiisi for enter- 
ing into ventures designed to create profit. Congress 
must liberate VA medical centers from legal reslric- 
tion.s that impede their ability to enter profit-making 
ventures. VA medical centers should be able to estab- 
lish partnerships with their academic affiliates and 
other community providers to ensure their viability in 
the local health care network. 

leasing 

llie Independent Budget has supported facility leas- 
ing as an excellent way of expanding availability to vet- 
eran patients while allowing VA management authority 
over its own staff and resources. The last two Indepen- 
dent Budgets have suggested that VA use leasing to 
expand its nursing home capacity. VA can also consid- 
er leasing in expanding primary and preventive care ser- 
vices. Many patients will travel to access specialty care, 
but they are less willing to travel for primary care. Ben- 
eficiary travel funds are not available, and few veterans 
can afford to travel to access an uncomplicated service. 
Leasing will allow VA to place additional clinics in 
areas with dense veteran populations without making 
the permanent investment for coastniction. 

VA has already designated some "storefront ' oper- 
ations (not necessarily using leased facilities) to serve 
homeless populations. These programs will screen, 
diagnose, and refer users to larger "parent'' facilities. 
Putting services in the community where they arc easi- 
ly accessible tn those they are meant to serve is key to 
an effective prevention service. VA ha.s several facilities 
in the community, such as vet centers and community 
residential centers, that it could use to develop its local 
medical presence. Many non-VA community medical 
facilities also have excess capacity that VA could lease. 

Controefing for Non-VA Services 

VA should, as much as possible, maintain opera- 
tional control of its medical services. It should contin- 
ue to manage care for patients for whom it purchases 
contract services. This policy will preserve the identi- 


ty of VA services and assure veterans that the system 59 
created to serve them is not abdicating its responsibil- ^ 
ity. Such an arrangement is the antithesis of the 
proverbial "mainstreaming" of VA paiienis. When VA 
contracts for services, it must ensure that providers 
offer high-<|ua]ily. accessible services that offer veter- 
ans no less than they would receive from VA faciiiiies. 

VA should also have information management systems 
that communicate with contract providers, so that both 
may share and update patient information. 

Identification of Cost and 
Resource Management 

Congress must aulhori7.e mandatory funding based 
on the costs of delivering a basic benefits package to 
entitled veterans. VA must take ai least three critical 
steps VA to define an appropriate payment for basic 
benefits. Firsu it must decide exactly which services 
to classify as basic benefits. Second, VA must accu- 
rately determine the costs of delivering this package. 

Third, after Congress reforms entitlement. VA must 
enumerate entitled veterans who are likely to use 
these services. 

Oice VA performs this exercise, it can use the cap- 
itation formula to allocate funding to facilities respon- 
sible for offering these basic benefits to entitled 
veterans. VA must have additional funding for facili- 
ties involved in leaching, research, execution of the 
contingency mission and specialized care missions 
that fall outside the scope of basic benefits. Siate-of- 
the-an information systems that are expeditiously fed 
with reliable data are esseiuial to identifying costs and 
equitably distributing resources. 

Development of Information Systems 
Gire Management 

Information resources management is integral to 
VA’s ability to track patients through diversified care 
sources. As mentioned earlier. VA needs information 
systems that accurately measure outcome indicators 
10 ensure that VA and contract facilities provide high- 
quality care. These systems should be user-friendly 
and. to the extent possible, databases that already 
exist should feed them, so that little additional data 
entry is necessary. 
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Cost Recovery 

Medical care cos! recovery efforts have 
improved significantly since oolleciion efforts began 
nine years ago. Not only has VA collected increas- 
ing amounts of funding, it has become more efficient 
at doing so. A smaller share of the collected funds 
are needed for administrative costs each year the 
program has operated. These collections are 
extremely important in the funding strategy the IB- 
VSOs recommend (see pages 107-9). 

VA needs an information system that interfaces 
with private- and public-sector third-party payers. VA 
already collects from veterans' insurers for the cost of 
their non-service-rclaied care. Officials assert that VA 
collects only about 80% of potential funding from this 
source. As private and public sectors integrate, their 
information systems will have to correlate, allowing 
them to bill consistently and efficiently. Only by hav- 
ing such systems can VA identify resources available 
to help it recover the cost of delivering care to veter- 
ans. when it is appropriate to do so. 

Cost identification 

VA has implemented a pilot project, the Decision 
Management Support System (DMSS). to more accu- 
rately identify its costs and cost centers. While the 
VSOs still have concerns about the data systems that 
feed the program. OMSS greatly improves upon the 
other cost-identtficaiion programs VA has used previ- 
ously. As VA becomes more aggressive in its cost- 
recovery elTorts. it must identify its costs and share 
them with insurers and consumers. As discretionary 
funding sources dwindle. VA must also provide this 
information to Congress, to strengthen arguments for 
the limited resource pool it must share. 

As information con(inue.s to become available to 
consumers, cost identification may enable VA to mar- 
ket itself as a cost-effective care provider — not only to 
consumers, but also to payers such as Medicare and 
Medicaid. Cost information also helps managers make 
effective decisions about service delivery. For all of 
these reasons, it is imperative that VA have a cost- 
identification system. 

Resource Allocation 

Once in place, a cost-idcniincation system should 
be VA’s base for allocating resources. While there are 


certainly reasons to justify cost-outliers (services and 
facilities (hat cost a great deal more or less than nor- 
mal). adherence to a reasonable cost standard that 
accounts for factors such as local market conditions 
and patient and service mix must be each VA medical 
center's goal. 

Performance Slanchrds 

Health care providers are rapidly developing more 
sophisticated measures of both patient satisfaction and 
clinical care outcomes. While many care providers 
want their services to confonn to a *'goid standard.” 
today there is little agreement as to what defines "high- 
quality” practices and outcomes. In this transitory 
environment. VA is not alone in having trouble distin- 
guishing which standards arc valid and implememing 
them. Both the public and private sectors apply exist- 
ing standards inconsistently. 

INVESTMENTS IN INFRASTRUCTURE 

The Clinton health care reform initiative would 
have provided VA facilities with S3.3 billion over its 
first three years of implementation. The Administra- 
tion identified the need for such funding, to allow VA 
to "compete” with (Mher health care providers and 
motivate veterans to choose VA health care over other 
cost-competitive alternatives The IBVSDs recognize 
the same challenges the Clinton Administration recog- 
nized in calling for an investment fund. While we have 
not proposed an investment fund per se. we have 
addressed many of the same funding needs the Admin- 
istrati(m’s fund recognized in the Medical Care and 
Construction budgets. 

Veterans* advocates have long recognized the 
problems VA confronts as it strives to become a 
provider of choice. VA medical centers are often geo- 
graphically inaccessible or inconvenient, particularly 
for routine care needs While veterans accept the need 
to travel some distance for intensive or specialized 
care, they are not so willing to travel for primary and 
preventive care. Primary and preventive care arc 
becoming the center of VA*s care continuum and pri- 
mary care must be local— VA must find means to pro- 
vide it in sites that are convenient to as many VA 
users' homes or businesses as possible. Wherever 
demand is great enough. VA must establish and oper- 
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ale outpaiieni clinics to meet it; but 
VSOs support contract care Tor some 
veterans, if demand does not dictate 
the need fora VA clinic. VA can also 
capitalize on its eiisiing sharing 
agreements and develop more to meet 
some demand. 

VA ha.s many old and unattractive 
facilities. Some facilities lack private-sector anteni- 
ties. System-wide strategic investments in moderniz- 
ing and improving facilities that .serve many veterans 
are more appropriate than building new hospitals VA 
should consider new hospital construction only in 
areas with high demand. 

VA also must assign appropriate missions to 
facilities to allow for more intelligent investment of 
VA*s scarce resources. For example. VA must speci- 
fy which facilities will primarily provide long term 
or outpaiieni care. It may also wish to consolidate 
surgical services and other high-cost, labor-intensive 
services as appropriate. Once these missions are 
defined. VA should provide facilities' funding to con- 
vert space and (hereby increase capacity for these 
patient care missions. 

VA may need additional funds to provide the full 
continuum of care to its entitled patients, if eniitte- 
meni is “phased in" through the states without manda- 
tory funding. If the I04(h Congress does not enact a 
proposal that promotes a new VA funding stream, 
investment funding must cover costs to expand ser- 
vices. If additional funding is not available to VA 
medical centers in “pilot" slates. VA medical centers 
in other localities will bear the brunt of those states' 
additional spending. 

COLLEaiON AND RETENTION a FUNDS 

VA lacks the authority to collect funds from 
Medicare. The General Accounting Office recently 
confirmed that Medicare could be a significant funding 
source for VA's dually eligible patient base.^ In its 
report. GAO claims that one-half of VA's users are eli- 
gible for Medicare. Often they use VA for services 
such as prescription drugs, inpatient psychiatric care 


and long-term nursing home care, that 
Medicare does noi cover. Patients who 
use VA for these services often lack 
private coverage for these or other ser- 
vices. Since Medicare does not cover 
them. VA would gain little in billing 
for them. Crmgrcss. however, must 
allow VA to collect Medicare funds for 
non-Core-Group veterans and others, including veter- 
ans' dependents who may become eligible to use the 
system. The fiscally austere posture the new Congress 
will likely adopt will severely limit discretionary funds; 
hence. VA needs expanded authority to collect and 
retain third-pany reimbursements from private insurers 
and Medicare. This authority may determine VA'.s abil- 
ity to survive and perform in the health care environ- 
ment of the near future. 

VA also lacks incentive to collect private insurance 
reimbursement for veterans that have it. because all 
collected funds now revert to the U.S. Treasury 
According to the last Survey of Medical System Users, 
67 percent of VA's users lack any private coverage. 
Approximately half of those with insurance describe 
their coverage as fairly comprehensive in covering all 
or most of their hospitalization and physician office 
visits. About 15 percent of VA users have coverage 
from whom VA could rea.sonably expect to extract 
payment. Congress should encourage VA collection 
efforts by allowing local facilities to retain a signifi- 
cant share of the monies collected. It should allow the 
rest to be posted in a general fund and used lor system 
projects to which Central Office gives high priority. 

ORIENTING STAFF TO A 
CONSUMER-DRIVEN DEUVERY STYLE 

VA employees are. for ihe most pan. dedicated lu 
the patients they serve. VA professes commitment lo its 
couftesy and canng campaign. “VA — Pulling Veierans 
First." which it began to implement in July 1993. Many 
veteran patients still believe they are treated like num- 
bers. however, or — as one VA official said— like “cat- 
tle" as (hey are channeled through the system. The 
system's inability to provide appropriate patient care. 
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62 due to bureaucracy and micromanage- 
^ meni from various sources, frustrates 
staff. Many of these problems are not 
within the local directors' control; 
however, innovative directors can train 
and empower employees to be more 
responsive to their customers' needs. 

Some initiatives to engender this 
responsiveness arc discussed below. 

Customer-Service Training 
VA medical facilities should send employees to 
training sessions or provide in-house training to better 
equip them to treat veteran patients as consumers 
rather than captive users. Skills VA should foster 
include cmpatheiic listening, defusing patients' com- 
plaints and acting appropriately on those patient com- 
plaints. and cuurteousness. VA medical centers may 
be able to use existing personnel who will receive or 
have received appropriate training (such as social 
workers or human resources managers) to train the VA 
workforce. VA can look to the private sector lo mode) 
customer service training. 

Employee Empowerment 
Management must also empower VA employees to 
be effective patient care advocates VA employees need 
clear direction about their expected performance. Fur- 
ther. management must encourage them to exceed the 
parameters oftheirjobs when appropriate For example. 
Central Office has sometimes discouraged employees 
from helping veterans complete necessary paperwork, 
on (he grounds that this distracted them from fulfilling 
their own job responsibilities. While providing this help 
may not be within a VAemptoyee's job description, it is 
sometimes necessary. Such practices should be reward- 
ed. not discouraged. Hospital directors should define 
more flexible job descriptions and allow employees to be 
more responsive to patients when necessary. 

Again, some private-sector initiatives offer ideas 
for successfully directing employee initiative. An 
American, Edwards Deming. fourkf much more accep- 
tance for his ideas of "quality circles" in Japan in the 
1950s. The premise of "quality circles" is that 
employees know processes best and can suggest pro- 
cedural improvements. VA. in turn, has implemented 


its ' Blucpnni for Quality" at various 
levels. Individual facilities might also 
use these techniques to find answers 
to their own dilemmas and to cultivate 
employees* commitmeni by empower- 
ing them to solve problems. Employ- 
ees who pamcipate in developing new 
protocols and procedures are more 
likely to accept and commit lo performing them well. 

Employee Recognition 
Central Office and Congress musi also enable 
local direciors to hire. fire, adjust pay scales and 
reward and punish job performance withoui ihe 
bureaucracy that impedes fulfilling these functions. 
When employees excel. VA managers should more 
routinely reward their performance; various VA hospi- 
tals already have some recognition programs, such as 
“employee of ihe month." Veterans' service organiza- 
lions also offer awards such as plaques, scholarships, 
fellowships and training for some outstanding employ- 
ees. VA medical centers should take advantage of 
revolving funds to offer bonuses for exemplary perfor- 
mance. VA should also be able to take appropnaie dis- 
ciplinary action m response to poor performance. VA 
employees should know that, even if customer service 
is not an expressed part of their job performance, man- 
agement will answer rudeness or unresponsiveness to 
a patient’s needs, even if that response involves only a 
reprimand from a supervisor. 

The organizational culture must be recognizable lo 
employees through consisicni management. Non- 
monetary rewards nuy be just as meaningful as mone- 
tary rewards to employees in diffcrcni situations 
Directors might make a habit of calling employees 
whom patients commend, who find innovative ways to 
save the facility money, or who show initiative in solv- 
ing problems They might send exceptional employees 
for additional training or lo meetings they express 
interest in attending. Exceptional employees may also 
want to augmem their responsibilities Hospital direc- 
tors and managers with initiative will explore what 
their outstanding employees value and how to reward 
them in ways that are meaningful and consistent with 
the organizaiion’.s values. 


? 

Innovahve directors con 
troin and empower 
employees to be 
more responsive to their 
customers' needs. 
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Patient Representatives 

Patient representatives can make 
systems less impersonal and confusing. 

Patients with complainis often just want 
someone to acknowledge their situation 
or answer their questions. Successful 
patient representation programs otTer 
not only a sympathetic ear. but a real 
explanation or solution to a patient's problem. Strong 
programs must have the oven support of the leadership. 
They must also have the respect of the medical Maff. who 
must answer many of the patients' questions 

The Augusta VA Medical Center in Georgia 
implemented its patient representative program in 
October 1990. The hospital director strongly suppons 
the program, to ensure that staff members readily rec- 
ognize the organization's commitment to the program 
and cooperate with patient representatives Signs 
throughout the hospital promote the program Patient 
representatives try to see every new hospital patient to 
explain patient rights and address concerns. This 
proactive approach to problem-solving is also present 
in the outpatient clinics. Pattern representatives "float " 
through clinics to identify potential problems before 
they erupt. The patient representatives also have 
extended hours to help families with concerns. Patient 
representatives work holidays and Sundays, which are 
big visiting days, so they can better assist families. 
Most complaints are resolved, and patients rctum to 
the facility for future care needs. 

Volunteers 

Most VA medical centers have a dedicated volun- 
teer corps and all have a chief of volunteer services. In 
fiscal year 1994, volunteers donated 14.1 million hours 
of service to the system! Unfortunately, hospital offi- 
cials candidly admit that .some work plans for volun- 
teers are insufficient: volunteers are not given the types 
of activities that could challenge them and often lack 
appropriate staff supervision to make significant con- 
tnhutions. To ensure that their services are used effec- 
tively. an integrated, imcr-disciplinary health care 
team needs to include volunteers. All medical center 
programs should identify areas in which they could 
use volunteers. Creative uses for a strong, active vol- 
unteer workforce are innumerable 


QUALITY /MANAGEMENT 63 

Patients judge the quality of medicine ^ 
by two equally impunanl standards: 
how good their medical care is and 
how well they arc treated. Providers 
who want to ensure themselves of a 
devoted patient base must attend to 
both perceplinns: that is. they must 
assure patients they are performing medical care ser- 
vices competently, and they must ensure that patients 
perceive the quality in the care they receive and are 
satisfied with service issues. 

Media reports that portray the system as an inferi- 
or care provider have tarnished the VA medical sys- 
tem's repuialton in recent years This i^ unfair and 
undeserved. Unfonunaiely. VA has not responded well 
on its own behalf to correct this image. A common 
misunderstanding exists m the veterans’ community 
and elsewhere that VA does not provide high-quality 
health care. 

Yet VA docs much to ensure high-quality medical 
services for its patients The quality of care it provides 
IS often equal or better than that provided in the private 
sector. The Joint Commission on Accreditation of 
Health Care Organizations (JCAHO). the primary hos- 
pital accrediting organization, repons that all VA med- 
ical centers meet or exceed its standards. The 4/1 VA 
medical centers reviewed last year received the maxi- 
mum three-year accreditation, earning a mean score of 
86. This is several points higher than the average score 
non-VA hospitals earned in the same survey. VA- 
administered home-care programs garnered similar 
reviews, Of the 74 home-care pn>grams JCAHO sur- 
veyed la.s( year. 32 scored a perfect 100. and the aver- 
age score was an impressive %.8. 

In its continued pursuit to improve quality. VA 
should also seek cemfication from the Commission on 
Accreditation of Rehabilitation Facilities (CARF). 

CARP ceniflcaiions will offer VA rehabilitation ser- 
vices the same recognition and credibility private- 
sector rehabilitation providers currently derive from it. 
in an increa.singly competitive market forrehabiliianvc 
services. Its facility categofizalion system and 
resource standards are recognized and applied nation- 
wide. CARF standards define treatment processes and 
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64 outcomes in services for people with disabilities. 

^ CARF Standards for medical rehabilitation services are 
developed through the consensus of experienced, high* 
]y qualified clinical and research experts. The current 
standards have been refined over 20 years, with the 
involvement of service providers, consumers and ser- 
vice purchasers, such as insurers. 

A veteran facing a choke uf providers should have 
a creditable peer review ofganiraiion's assurance that 
VA programs meet or exceed the same standards that 
other rehabilitation providers satisfy. Third-party pay- 
ers frequently seek CARF accreditation when choosing 
contract rehabilitation service providers, to assure high- 
quality services and optimal functional medical out- 
comes following long and costly rehabilitation. As VA 
seeks more local interaction, rehabilitation programs 
must invite CARF accreditation surveys and participate 
in the Commission's advisory committees, to have a 
voice in the ongoing review and development uf nation- 
al standards for medical rehabilitation services 

In VA\ “Blueprint for Quality.** a strategic plan the 
Office of Quality Management created, programs in risk 
management, utilization management and quality 
assessment arc key activities for documenting and 
improving the quality of VA care. Like many other 
providers. VA wants to assure high-quality medical out- 
comes. pushing (he current “lechnologkal envelope** of 
standards. Outcome ntcasures depend on mfnnnation 
systems that the American health care system has not 
widely implemcnied. Many slate health care reform 
proposals rely on this information being available for 
consumers to use in making educated health care pur- 
chases. Like others. VA needs such systems in place to 
make this information available to its consumers. 

Two quality assessment programs, the Quality 
Improvement Checklist (QUlCl and the External Peer 
Review Program (EPRP). have garnered praise from 
quality management professionals for demonstrating 
quality of care. QUIC is a computerized database that 
uses clinical indicators to measure hospital perfor- 
mance. It allows VA facilities to compare the quality 
of care they provide with that of other hospitals in the 
system. EPRP screens five percent of discharges at 
each VA medical center. Computers pull random cases 
and an abstractor screens them on site, using nearly 
1.000 questions to measure rmxcss and outcomes 


Anything that fails a critical question is passed on to 
peer review 

An annual repod of the EPRP showed that in 
1993. VA met or exceeded JCAHO standards of care in 
95.5 pen.-eni of cases reviewed During the first quar- 
ter of 1994. that number rose to 98. 1 8 percent, and 14 
VA medical centers with enough externally reviewed 
cases for statistical validity actually met JCAHO stan- 
dards in 100 percent of cases reviewed. State policy 
makers and private-sector experts view both of these 
innovative and highly successful programs as models 
for ensuring quality of care in this era of state and 
market -driven health care reform. 

Both as a system and as individual facilities. VA 
should ensure that veterans are “satisfied" with the 
health care they receive. The Office of Quality Man- 
agement is currently revamping its customer service 
surveys of outpatient and nursing home care. The new 
Patient Satisfaction Survey will reportedly belter 
reflect patient concerns, feeding back information to 
health care dccision-makcrs, to allow them to resolve 
perceived problems in a more timely manner. Most 
marketing professionals adhere to the adage that con- 
sumers discuss their negative experiences ten times 
more than their positive ones. Assuming this is true, 
hospital directors who warn to keep their customers 
will work hard to adhere to a reasonable quality bench- 
mark and even harder to correct patients' perceptions 
of their care, as positive word-of-mouth is essential to 
the system's future success 

Medical Care 

The Medical Care appropnation provides for health 
care delivery in VA medical centers and other VA health 
care facilities. This care includes inpatient hospital care, 
ouipaiieni care at hospitals and free-standing clinics, 
institutional long-tenn care in nursing homes and domi- 
cilianes and several types of non-insiituiional long-term 
care. The Medol Care appropriation also provides for 
veterans' care in non-VA hospitals, nursing homes, 
domiciliaries. and physicians* offices, in circumstances 
under which VA is authorized to pay for such care. In 
addition, the Medical Care appropriation covers the 
costs of large-scale education and training programs in 
VA health care facilities. 


Medical Programs 



241 



t73,7«,8M 




j Independent Budget Medial Care Reammended Appmprmtkm ml Biidgei Aatimrilv 

I tv IMS,C»r«t S«r»k« Isifri . , St^ 431 ^ 7 S 6 .lte 0 




Seftsfit ftsf sHn 

Cl«ai§5i 

0teP8msn«lfe5s 


Fsdiii? Arthtgtiensikymg Cepfisjl 

^Ufl«$R?S Isf 8fltS &?KS?5 
SHjiE^ar^tos 
Shite Horn llaspifflb 


biteshM Cffi« ff**®*^ tno^flss . •_ _ ; _ : J ' , _ j „• ; ' . 

8io-hy?lwJ:S«l6tft9§iw' , ”, ' 'kLL- 

Hftmstess'JftBfflfives ; ■ : ' :.,'.-':...v.::; 1.! . : 

8!itsMV«i«sf»slV(H|fffl« .•.•.'I:; 

j Sf^trafCardlifeifeiiifii’nj^ajfls: , ■ 

I fiasAiScsfrogrms' ' ■ , ,•.•.:•• 

i i;ifwellen«ndTfot«^ •' 

0ewr»twWlte5pttsilCofi^Bt4r?fo§n>Hi ■ ... . ...: 

•• 

SofrRetwI^jSs^BSOTdMamiBtteKsSi^ 
felly ^tftvafendw lei^ 
fY I9$li ifeaifHiisdle^ 


Iwome Vetwons 

I Selffitioft aifiiB C^tecliBH fely 
I Aalbri^l^ to Sietffia F^stenls (rem Sspsidoftls ^ . 

fefsrm fli fejOK Cffefis 

Shrft to itero ^roj^isfe us H«so fee 
Mlfioniri W tegdlletil ’kmei % H^es 

j k0^ ^iyeS^ fai AMtwaaM VM . 

[ A^tiofi^^teaiSlilfldfrsiR^sSjenl.VKHies ^t^ifeslfee 

I'S^isalfeifrilaliYe '• 


tnM%m 

■ 

k,m,m 


tl854.4^2.2SSJ 

68,541.525 

tm,m 

mMMt 




S133,67?.O00 ! 

S8i, 888,608 I 
$ 2 , 806 , 82 S, 68 e ] 


rn^mmr 


Independent Budget for Fiscal Year 1996 






242 


^ The Meaning of the 
■ Independent Budget 

This fiscai year 1996 tndf pendent Budget assess- 
es Veterans Health Administration (VHA) fur)ding 
requirements based on veterans' needs. Past Indepen^ 
dent Budgets have effectively countered administra- 
tion budgets that lacked sufficient funding to maintain 
the reputation for quality and service that VA built in 
the decades after World War II. This Independent 
Budget offers a vision of what the veterans’ health 
care system should be and concrete recommendations 
to prepare it for its role m the rapidly changing 
national health care system. 

Funding for Veterans' Health 
Progroms — FY 1 980 to FY ) 995 

Funding Trends 

During the past 16 years. VA spending in constant 
dollars has declined while national health care expen- 
ditures have increased exponentially. In fiscal year 
1980. VA funding amounted to 4 percent of the feder- 
al budget: by fiscal year 1990. n was only 2 percent. In 
fiscal year 1985. VA received 7.7 percent of the feder- 
al health care dollar; in fiscal year 1995. VA wilt 
receive about 4.5 percent. Because health care infla- 
tion has outstripped general infiaiion. and because, 
under past administrations, the Office of Management 
and Budget (OMBi has consistently uiKlerstated infia- 
lion, level funding fur VA has in fact steadily eroded 
VA's buying power. Chan I on page x presents a clear 
picture of an institution that is losing the struggle to 
meet increasing demands wiih static resources. 

Conclusions from the Data 

VA’s funding crisis results from perennially inade- 
quate adjustmems to an inadequate base— a process 
that, over the last decade, has amounted to "reverse 
compound interest.” Bach year, the accumulated short- 
fall has been built into the budget development process 
to justify a systematic withdrawal of support from the 
veterans' system. Until fiscal year 1988. VA responded 
to budget shonfalls by delaying equipment replacement, 
maintenance, information resource modemiiation and 
other activities not directly related to patient care. By 


fiscal year 1988. VA could not accommodate the accu- 
mulated shortfall as a result of this "cannibalization.” 
and VA had to reduce its workload VA ha.s been forced 
to ration veterans’ care — first, by delaying elective pro- 
cedures and clinic appointments and. more recently, by 
referring patients to state or other federal providers. 

The most destructive effect of budget constraints, 
however, has been VA's inability to adapt to the chang- 
ing health care needs of aging veterans and to keep 
pace with the cvnluiion of modem medical practice 
VA has not had the rc^urees to increase sufficiently its 
capacity for the outpatient care, community-based 
long-term core and nursing Hook care that veterans — 
particularly World War II veterans require. 

Independent Budget Methodology 

Principles 

The concept of the Independent Budget was devel- 
oped in the late 1980s when its authors recognized the 
need to aggressively confront the progressive deteriora- 
tion of VA funding The Independent Budget objec- 
tively assesses VA's resource requirements. It counters 
the President's budget, which fiscal and political con- 
siderations. such as the overall federal budget and the 
deficit, temper. While the Independent Budget coau- 
thors understartd these issues' significaitce and the need 
to find solutions to the ever- increasing growth in nation- 
al spending and debt. Congress and the Administration 
should not view compromising veterans’ rights as a 
means to achieving their political objectives. Veterans' 
enljllements have not conirihuied to the deficit, and 
spending for veterans' health care has not kept pace with 
medical care inflation or the federal health budget's 
inflation rate. The Independent Budget's recommend- 
ed Medical Care appropriation is shown in Table 7. 

“Current Services” 

VA funding levels became severely deficient in the 
1980s. During that time, the Independent Budget 
coauthors tracked spending using a "current services 
lever’ approach. Past document defined "current ser- 
vices” as the amount needed to support a fiscal year 
1988 workload, adjusted to compens^c for VA’s 
progress toward Independent Budget goals since that 
time. The Independent Budget used fiscal year 1988 as 
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a baseline year. After fiscal year 1988. workload 
dropped precipitously, predominantly in community 
settings, as VA began to experience severe medical 
care funding shortfalls, as shown in Table 8. 

Each year since fiscal year 1988, the Independent 
Budget has adjusted the current services level to cover 
increased payroll costs; to accommodate a reasonable 
inflation rate; to fund facility activations; to fund the 
past fiscal year’s legislative and administrative initia- 
tives; and to allow for per diem rate changes in con- 
tract and stale home programs. The Independent 
Budget added funds to accommodate the workload 
increments VA has achieved toward Independent Bud- 
get targets in past fiscal years. Incorporating these 
inflationary costs to maintain the fiscal year 1988 ser- 
vice level and accommodating the VA’s progress 
toward meeting Independent Budget objectives result- 
ed in a new current services level for each fiscal year. 

This year the Independent Budget departs from 
this methodology and displays the funding that would 


result from using a fiscal year 1988 base for compari- 
son only (as shown in Chan 4). Because of expected 
fiscal constraints for upcoming years, the fiscal year 
1996 Independent Budget will use Congress's appro- 
priation for fiscal year 1995 as the base on which to 
build VA’s future. However, the IBVSOs also believe 
It is critical to continue to document the erosion that 
VA budgets have suffered since the years of more ade- 
quate budgets. To our new base, we will add the usual 
uncontrollable and inflationary costs and some of the 
Independent Budget i, own initiatives under current 
legislation, which we feel are critical to VA's patients. 

The fiscal year 1996 Independent Budget also, for 
the first lime, projects a budget authority. A budget 
authority accommodates legislative initiatives as well 
as programs operating under current authorization. 
Projecting a budget authority allows us to specify the 
funding we hold necessary to implement our most 
important legislative initiatives, including eligibility 
reform and collection and retention of third-party reim- 
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bursements. A detailed methodology for our Medical 
Care budget authority is outlined in Appendix A. 

PAYROa COSTS 

Medical care is labor intensive. Payroll costs for 
fiscal year 1994 made up more than 60 percent of 
VA's Medical Care budget. Lately, like other health 
care providers, VA has had to face shortages in the med- 
ical care labor market. Because it must vie for the same 
scarce personnel as private-sector medical care 
providers. VA must offer increasingly competitive pay 
and benefits. 

Although the VA pay raise rate is capped at the 
level Congress enacted for federal employees. Con- 
gress has recognized the Department's need to make 
concessions to the labor markets in which its facilities 
operate. Congress’s recent initiatives to enhance VA 
recruitment and retention have included locality pay 
(increased pay for high-cost areas), new wage struc- 
tures and special pay. These initiatives have become 
pan of VA's payroll costs and increased the actual 


inflation rate VA realizes, beyond the congressionally 
enacted federal pay raise rate, for its labor. 

Labor costs in the overinflated medical care sector 
are drastically different from those in other markets, 
and VA needs more funding to accommodate inflation 
in the medical care labor market. Special pay initia- 
tives can help bridge the gap between VA and the pri- 
vate sector if VA adequately surveys market needs and 
can implement Initiatives at appropriate funding levels. 
Underfunded and poorly implemented ' special pay" 
initiatives undermine VA's ability to recruit and retain 
valuable medical care pereonnel, 

INFUTION 

VA applies the OMB-determined inflation rates to 
non-personnel items — excluding rale changes for con- 
tract care arrangements — to determine its inflation 
costs. 0MB determines both a medical inflation factor 
and a non-medical factor. Examples of items subject to 
the medical inflation rate include pharmaceuticals, x- 
ray equipment, contract services, land and structures. 


Medical Programs 





245 


Aelml and Pn^eited li^tion Rates 









ys^fa 











Hoa'hy 




Msdk^ 

$m-hf 


m 

ik^atsf 

(FI 

Oefhter 


CPI 



m 

iss ■ 





■ 

PimhQm 

m 







fimum 

m 

m 

AM 

i.« 


0.S% 


fYI§930M8 

5.m 

zn 

SJ% 

m 

FV 1993 

0.i% 



m 

4,«' 

m 

m 

Fvm2 

18.6%) 

i.4% 


in 

m 

7M 

m 

Rmi 

(2.1%) 

9.2% 

fYlWfresfaftBi#! 

J.9S 

u% 

m 

m 

FY IM» 

(!,»! 


fY }?89 

(.!* 

m 

j.n 

4.« 

nm 

(US! 


Pf 1 ?I8 fresifel's 

S.3X 

^l% 

m 

M* 

dim 

— H 1 — 

us 







iU%} 

0.7% 









and thermometers. Examples of non-medical items 
include paper, printing and transportation costs. 

Table 9 shows the difference between the actual 
medical inflation rate and OMB-projected rates. 
Although for the last two years 0MB has actually 
overestimated the cost of medical inflation, the differ- 
ence between these two rates still averaged I percent 
between flscal year 1988 and fiscal year 1994. Other 
non-medical inflation rates are often too low, 0MB 
applies (he non-defen.se inflation factor to all non- 
medical items, from laundry to gasoline. For the mix 
of items VA must purchase, a "market basket” rale, 
which accommodates various similarly classified 
items, may weight items with little inflation loo heav- 
ily. and thus be inadequate. Applying an inadequate. 
OMB-imposed inflation rale to past years’ purchases 
consistently produces an undercsomation of actual 
inflation costs for medical items. Currently, VA must 
accommodate, from monies appropriated for other 
purposes, the shortfall for items that have higher-than- 
projected costs. 

The Independent Budget also projects its own 
inflation rate using historical differentials between 
OMB-projected rates fw medical items wd actual 
rates VA has exf^rienced. Tlie IBVSOs apply this 
inflation factor to VA’s costs to delemiine a dollar 
amount for inflation for each fiscal year. Despite the 


fact that VA appropriations have grown annually, VA's 
purchasing power has .stagnated, while growing 
demand and mandated expansion have increased the 
Department s resource needs. The shortfall results in 
redirected funding ("cannibalization”) and delay and 
denial of care. 

FACIUTY ACTIVATIONS 

VA requires certain funds to staff and equip facilities 
that come on-line construction and renovation projects 
are completed. VA funds new or additional equipment 
and employees through the faciliiy activations account. 

Anticipating construction delays. 0MB applies a 
“slippage” factor, to avoid providing funds lo activate 
facilities that are not ready by their scheduled comple- 
tion dates. The slippage factor applied in past years 
has been loo high, 0MB should re-estimalc this rate 
on the basis of recent VA experience. Lack of activa- 
tion funds leaves newly constructed or renovated facil- 
ities unstafTed and unequipped when they are ready lo 
open their doors. Veterans receive nothing lo justify 
the money spent on construction, and VA must use 
medical care funds to support inactive facilities that 
cannot provide medical care. 

Activation of facilities scheduled for completion 
in fiscal year 1996 will require approximately $200 
million. This includes the cost of capital investments 
in equipment for these activations. 
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Initiatives 

Below the "current services” line, the Independent 
Budget proposes funds for critical VA initiatives, to 
enhance its ability to respond to veterans appropriately 
and cost-effectively. 

The Independent Budget coauthors also recom- 
mend incrementally funding its workload targets. 
These workload targets are displayed in Table 10. 
This year, the Independent Budget has two different 
types of targets. Under current budget authority, the 
Independent Budget recommends workload growth 
and programs that do not require new legislation. 
We also suggest some initiatives that new legislation 
must authorize. The full budget authority we recom- 
mend assumes Congress will grant VA the authority 
to treat its patients efficiently under reform of access 
(eligibility reform) legislation. While the Indepen- 
dent Budget funding recommendations assume that 
VA will accomplish the workloads it projects for the 
next fiscal year this has not always been the case as 
Table 11 shows. VA may actually need additional 
funding that our budget does not account for to 


achieve their workload targets if VA does not reach 
its projected workloads. 

VA Programs 

HospUal Inpatient Care 

The inpatient care that VA medical centers pro- 
vide is a vital component of the veterans' medical 
care system. VA hospitals are the cornerstone of 
the entire medical system, serving as the center of 
research, graduate medical education and care 
delivery activities. Without these important institu- 
tions, VA could not support effectively its vital out- 
patient. community and long-term care programs. 

In fiscal year 1994. the 171 VA medical centers 
provided hospital inpatient care to 906.925 individu- 
als, with an average daily census (ADC) of 39,953. 
This was a decrease of 1 3,386 from the previous fiscal 
year’s figure and a decline of 19.8 percent since fiscal 
year 1988 (see Chart 5). Increased reliance on other 
modes of care, such as outpatient clinics and com- 
munity-based care, partially explains the decline. 
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Actual and Budgeted Workloads 


j (b) lnpati«n{$ Treated and (XitfMieot VKih) 

i f 


One recent study indicated that VA can reduce 
its hospital inpatient workload by up to 44 per* 
cent Congress must allow VA to treat its patients in 
the most appropriate settings, and VA should divert its 
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inpatients into more appropnate outpauent or long- 
term care settings. The Independent Budget specifies a 
strategy below for effecting this. 

Recommendation 

With appropriate budget authority, divert 300.000 
inpatients treated (130.000 each in fiscal years 1996 
and 1997) to outpatient and long-term care venues. 

Cost 

Under appropriate budget authority. VA would 
save $2 billion. 

Imcrmediate Care 

The inicrmediaie care beds in VA hospitals serve a 
unique and important function. Veterans requiring a 
level of care between acute care and long term or 
extended care are treated in these intermediate bed sec* 
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72 tions. Often, these patients have nowhere else to turn, 
m because of the intensity or complexity of ihetr condi* 
tion. their lack of support networks or their lack of 
financial means. 

Unfortunately, these beds are not always used 
appropriately. Often, a veteran receiving treatment in 
an intermediate care setting would be better (and less 
expensively) served in a nursing home. In other cases, 
a domiciliary or community residential program would 
provide the most effective care. VA often utilizes 
intermediate care beds, however, when other types of 
beds or programs are unavailable. Veterans with spe- 
cialized needs for such disorders as Alzheimer's dis- 
ease. mental illness and AIDS are frequently treated in 
intem>ediale care settings because VA lacks ca(»ciiy 
to treat (hem in a more appropriate setting or veterans 
lack eligibility to receive care on a less intensive level. 
VA should examine the types of patients treated in its 
intermediate care beds and restructure its resources to 
care for these patients in the most effective sellings for 
tbeir conditions. 

Bligibiliiy reform, whk'h would allow veterans 
access to the full array of care, would remedy many 
veterans’ misplacement. Without eligibility refonn. 
however, restruciunng resources to use more appropri- 
ate care settings will not be possible. The IBVSOs 
remain committed to the idea that eligibility reform is 
necessary for VHA to allocate its resources adequate- 
ly and treat its patients suitably. 

Domiciliary 

The domiciliary care program is VA‘s oldest 
health care program. It was first initiated in (he 1860s 
to provide homes for disabled volunteer soldiers of 
the Civil War. For many years.^these homes were con- 
sidered ’‘old soldiers' homes.’’ but today's domicil- 
iaries go beyond this original mission. VA's modem 
domiciliary care programs adapted to the changing 
veteran population and the changing health care 
system. Some of these programs provide necessary 
medical care and physical, social and psychological 
support services in a sheltered environment and 
include initiatives to return capable veterans to 
community living. Domiciliary programs address the 
complex care demands of the homeless and those with 
needs associated with AIDS/HIV disease, substance 


abuse, traumatic brain injury, geriatric a'habilitation 
and chronic mental illness. 

This program has proven to be cost-effective. VA 
places veterans who would otherwise be destitute or 
insii(uiionali/ed in this appropriate environment, fhe 
average cost for care in a domiciliary is approximately 
Sll.^ per patient-day. This compares favorably with 
the average daily cost of S2IS for nursing home or 
hospital care, to say nothing of the social costs to those 
left without care. 

VA domiciliary care programs supported an aver- 
age daily census of 6.051 in fiscal year 1994. VA esti- 
mates that the domiciliary program will grow to an 
ADC of 6.325 in 39 programs in fiscal year 1995. VA 
must develop its domiciliary care capacity to meet the 
tndependftu Budget's recommendation of a 7.600 
person ADC in VA-operated programs and 4,00()-per- 
son ADC in the stale home program in fiscal year 19%. 

Recommendation 

Expand VA domiciliary care capacity and accom- 
modate an average daily census of 7.600 in VA's own 
programs and 4.000 in state home domiciliary care 
programs in fiscal year 1996. 

Co.tr 

$52 million (included in recommendird appropri- 
ation for extended care). 

Outpatient Care 

VA outpatient service delivery has gained increas- 
ing importance as a cost-effective, appropriate alterna- 
tive to inpaiieni care. Pattern and doctor often prefer 
outpatient care, because it eliminates or shortens 
uncomfortable, costly and sometimes inaf^opriaie 
hospital stays. 

Unfortunately. VA has been unable to capitalize 
fully on the virtues of outpatient care because of anti- 
quated eligibility critena that control patients' access 
to certain modes of ca/e. Law often prohibits VA 
physicians from providing necessary care in the most 
proper setting; instead, they must admit patients to 
more inien.sive care delivery sites in order to provide 
any care at all. These eligibility criteria bar some vet- 
erans — whose only option for medical care is VA — 
from receiving care in outpatient settings. Changing 
the current law governing eligibility (or access) — a lop 
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priority for (he IBVSOs for fiscal year 1996— should 
abolish such costly and inefficient episodes of care. 

Despite these difficulties, VA has demonstrated a 
commitment to providing innovative, high-quality out- 
patient care. Programs such as the mobile clinic pilot 
program make medical care available to veterans who 
could not otherwise receive care through VA or any 
other source. This program targets its outreach efforts 
at populations with high concentrations of service- 
connected and poor veterans and in areas that lack 
health service providers, Mobile clinics were imple- 
mented at six sites in September 1992 and began treat- 
ing patients that October. Preliminary data from these 
sites indicate that the patients treated at mobile clinics 
are those who otherwise would never have visited a VA 
medical center or clinic.'* VA must continue, .strength- 
en and expand these types of innovative programs to 
meet both VA's future challenges and the needs of an 
increasingly diverse veteran population. 


To continue expanding outpatient access for vet- 
erans. the IBVSOs recommend that VA establish 50 
"storefront" clinics in its current vet centers. These 
clinics could provide basic referral services and 
some primary care to veterans in their local commu- 
nities and could operate with only one full-time 
nurse practitioner or physician assistant and one- 
half-FTEE clerical assistant. The success of the 
mobile clinic pilot program demonstrates the 
demand for these types of community-centered and 
-administered care modes for veterans, Establisliing 
clinics in the vet centers would provide veterans with 
access to basic medical services and enable VA to 
lake advantage of the important community 
resources the centers provide. Vet centers already 
boast VA's lowest average cost per visit and cost per 
veteran for treatment of post-traumatic stress disor- 
der^ VA could apply this efficient model to primary 
care provision and medical referrals. 


■^Depanmenl of Veteransi Affairb. VA Central Office. Senior Manugemeiu Direttnn: ls\ue.\ and Updates. Washington. DC' 1993. 
^Ibid 
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In planning ouipalicnt care delivery. VA must also 
pay special allention lo its women veterans. The goals 
of the VA Advisory Committee on Women Veterans 
include increased vigilance in behalf of women veter- 
ans' needs. In the event that VA cannot provide appro- 
priate services to these veterans, access to 
privaiC'sector providers must be ensured. VA health 
care services for women veterans are addressed more 
fully on page 95. 

VA provided 24. 1 34.839 staff visits and 1 .023. 144 
fee visits in fiscal year 1994. Outpatient ulilizalion 
rates are projected lo increase in the future. Chan 6 
shows that use of outpatient treatment increases with 
age In fiscal year 1988. outpatient treatment rates for 
users older than 75 were almost three times as high as 
those for users younger than 65. While the age dis- 
crepancy in fiscal year 199.3 decreased, older veterans 
still demonstrate significantly higher outpatient use 
rates than younger groups. 

Under eligibility reform. Congress must grant new 
access to outpatient services to many veterans VA now 
serves. This will result in a shift from inpatient to out- 
patient workload. In the first year. VA may sec 3.5 
million additional outpatients as a result of this shift. 
1hc Independent Budget recommends that oulpalieni 
treatment at these levels be increased lo 27..500.000 
staff oulpalieni visits and 1. 880.000 fee visits in fiscal 
year 1 9%. 

PREVENTION 

Preventive services, such as inoculations, cancer 
screenings and regular physical exams, have proven 
effective in the early detection of disease. Early detec- 
tion often diminishes the cost uf treating more 
advanced and serious cases of disease and lessens the 
patient's pain and suffering. VA has not provided con- 
sistent and regular preventive care lo its patients, how- 
ever. VA will recognize savings and improve patients' 
quality of life by offering routine diagnostic work for 
early disease detection and more effective, less inten- 
sive treatments. 

Preventive health care needs to be an integral pan 
of all health care delivery within the VA medical sys- 
tem Expanding VA*s current preventive health mea- 
sures will result in long-term financial and health 


benefits and will coninbuie to the depanment's ability 
lo offer services comparable to those offered by other 
providers. 

OUTREACH AND EDUCATION 

The outreach and education activities arc another 
form of preventive care that VA must continue to pro- 
mote. Bringing veterans into the system early in their 
lives allows VA to introduce young veterans to preven- 
tive cure and other practices that will promote good 
health habits. These activities also allow VA to edu- 
cate veterans about the ill effects of smoking, sub- 
stance abuse, poor diet and hypertension. Also, health 
insurance is increasingly difficult and expensive to 
obtain, and many veterans may find that their only 
entry to health care services is through VA 

Congress can ensure that veterans arc aware of 
their benefits by activating and appropriately funding 
the Veterans Benefits Adminislraiion's Transitional 
Assistance Program (TAPf and the Disabled Transi- 
tional Assistance Program (DTAP). The resulting 
increase in the use of VA services will benefit VA 
medical centers by providing them with a diverse mi.\ 
of patients. VA physicians often treat patients with 
primarily chronic care needs that do not readily 
respond to (herapeunc intervention. Acute phases of 
injury ur illness, more common in a young popula- 
tion. are often more conducive to therapy and. there- 
fore. more satisfying and interesting to physicians. 
Supporting a patient base of younger patients needing 
acute care is important lo maintaining strong academ- 
ic affiliations, as well. 

The Patient Health Education IPHE) program in 
(he ambulatory care program is an example of VA*s 
important patient education and outreach activities. 
This program is designed lo help chronically ill 
patients follow treatment regimens, to promote patient 
wellness and to ensure appropnaie health service uti- 
lization. Each VA medical center currently has a 
paiicni health education coordinator or a patient edu- 
cation contact representative who. on a part-time basis, 
coordinates, plans, implements and evaluates local 
prevention efforts. Each region also ha.s a coordinator 
who is supervised at (he national level. PHE programs 
teach veterans self-care skills, share health status 
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informahon with patients, and promote wellness 
through did. exercise, and smoking cessation pro- 
grams These activities allow VA to pn>vide micgrai- 
ed. high-quality care to America’s veterans. 

CASE MANAGEMENT 

In an attempt to control health care costs and to 
improve quality, many healthcare providers have adopt- 
ed managed care techniques, including the use of case 
managers These individuals monitor care and ensua* 
that patients receive the most appropriate, timely and 
efficieni health care possible. The case n^tnager guides 
patients through the system, exposes the patient to pre- 
ventive interventions, and fosters patient education. 

VA can improve patient management and service 
accessibility in several ways. Wc discuss below some 
needed improvements with suggestions on how to 
make them tinnovative VA medical centers have 
already implemented many of ihemK 

Information and Triage 

VA should inform patients about their medical care 
whenever possible. For instance, staff should ensure 
that patients know where to find answers to questions 
about their conditions or scheduling, ff appointments 
are running late, personnel should (ell patients why. 
They should explain patients' conditions and ireaimeni 
regimens in a way patients and families can understand. 
Finally, patients need opponuniiies to ask questions. 

Some VA medical centers, like Portland VA med- 
ical center m Oregon, have established successful 
triage programs Originally begun as a telephone care 
program (from which patients could receive medical 
advice) and a primary evaluation clinic in 1989. the 
center now includes a phone-in pharmacist, a primary 
care nursing component and an eligibility hotline sys- 
tem. With this approach to triage, the Ponland VA 
medical center has reduced its emergency care unit 
workload by 20 percent and its outpatient visits by 10 
to 15 percent. Getting noncmcrgcncy conditions out 
of (he emergcncy/screening room is critical to 
smoother operations; physicians in Pnntand deter- 
mined (hat three-fourths of inaged veterans had 
nonurgent conditions.^ 


In the Portland VA medical center, nurses can 
counsel veterans whose concerns do not require imme- 
diate medical attention. Nurses are trained lo make ini- 
tial assessments over the phone and refer patients lo 
appropnaic specialty care or schedule diagnostic work. 
Primary care nurses provide patient education, case 
management and continuity of care between outpatient 
visits. This also reduces the need for ouipaiient care. 
These inirtaiives have increased patient satisfaction 
and efficiency and reduced waiting nines VA has 
issued a directive instructing all VA medical centers to 
emulate Portland's iniliaiivcs. 

Wailing Times 

Waiting limes seem to be a special nightmare at 
many VA facilities. Problems are so severe that they 
seem intractable; directors are frustrated into inaction 
It IS imporlani to realize that povate-scctor patients, for 
whom VA may soon compete, take for granted that 
they will be seen within a reasonable period. Correct- 
ing the problems in waiting times — unless the end 
results slgnincanlly e.ureJ private-sector standards— 
will not win patients for the VA system. Reasonable 
wailing times are something patients in the private sec- 
tor simply expect. 

To conect its waiting iinKs. VA must accommo- 
date two types of visits; ( I ) scheduled appoinimenis. 
and (2) unscheduled walk-in appomimcnis to the 
emergcncy/screening room. Because they arc the sys- 
tem entry point at most VA medical centers for all care 
venues. VA emergency rooms are overburdened. 
According to GAO. 75 percent of (he conditions VA 
emergency room staff see do not require emergency or 
even urgent care. With belter triage protocols (which 
allow a veteran to phone a nurse or pharmacist to 
determine the urgency of the problem and schedule an 
appointment at the appropriate clinic, for example). 
VA c'ould generally schedule appointments for such 
cases, belter control its wiirkload and relieve ihe 
excessive burden on emergency room staff 

Often. VA emergency clinics arc misnamed and 
misused. According to GAO. 57 percent of emergency 
clinics do not even try to schedule appointments. Many 
veterans using the emergency clinics could and should 


^U.S G«nml Accounling Office VA Health Care. ReMrut turinf Amhalutory Carr 5\ \lem Wtult/ hnprtive 5mu r* to Velrrtuix. 
(GAOAtRD <^4-41 Washin^ioi). DC*; 1993 
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76 make appointments at a general medical clink*. Yet too 
m often these clinics arc not available or do not offer the 
veterans opportunities to schedule appointments direct- 
ly. Instead of systematically routing patients through 
the emergency room, staff could directly refer and 
schedule patients for ireaimeni in general medical clin- 
ics. At (hat visit the general medical clinic staff can 
refer them to special clinics that can most appropriate- 
ly respond to their initial diagnoses. This lack of sched- 
uling promotes chaos. Natural fluctuations in patient 
flows make staffing insuflicieni at one time and exces- 
sive the next. While some VA emergency rooms do 
staff to accommodate these (rends, others should con- 
sider carefully monitoring queuing patterns aixl staffing 
their facilities accordingly. 

Dallas VA medical center has significamiy 
reduced patient waiting times by improving paiient 
flow. Dallas administrative officials have identified 
bottlenecks in its previously used six- or seven-step 
check-in service. The process of checking in with 
clerks, evaluators, nurses and — finally — a physi- 
cian was frustrating and confusing to many 
patients. Dallas now also optimizes its use of auto- 
mated patient records to avoid these extra check-in 
requirements. These innovations have reduced 
wailing times for unscheduled appointments from 
about two hours to an average of 27 minuiesf Dal- 
las used no addiiional resourcfs to implement this 
‘‘one-stop check-in" service for unscheduled 
appointments. 

Specialty Clinic Schedules 

According to the VA*s inspector general, not 
enough clinics meet acceptable waiting limes for 
scheduled appointments. Veterans using private-sector 
providers seem to believe that a 30-mmulc delay in a 
scheduled appointment lime is generally an acceptable 
threshold.^ Since VA policy prescribes a maximum of 
a 30-minute wait, this should be the goal for which all 
facilities strive. At many facilities, it is not uncommon 
for patients with appointments to arrive in the early 
morning with a packed lunch. Patients who must wail 
from 9:00 a.m. until 3:00 p.m. will leave the system if 
they have a choice. 


Too many VA facilities still practice block sched- 
uling ftclling too many patients to come at the same 
lime) and overbooking (not giving physicians enough 
time for appointments). These practices arc inefficient 
and ineffective. By using them. VA surrenders control 
of its workload and frustrates its patients and staff 
unnecessarily. VA facilities must implement effective 
scheduling procedures to retain or capture VA health 
care users. 

Like other medical systems. VA has significani 
queuing problems at its specialty clinics. According to 
GAO. at 721 clinics surveyed, veterans wail an average 
of 62 days for appointments at specialty clinics. 
Often, patients have three- to six-month waits for clin- 
ic appointments. For some appoinimenis. check-ups 
or screenings, for example, some wailing lime is 
acceptable if it will not exacerbate a problem. When 
conditions are likely to worsen, however, this wail is 
unacceptable. More complicated problems are more 
difficult to treat, may cause the patient unnecevsary 
discomfort and require greater labor and facility 
resources. Pressure ulcers, which plague immobilized 
patients, arc a prime example. If a pressure ulcer is 
treated in its initial stage, a 10-minute office visit with 
a dermatologist can solve the problem that, left 
untreated, may require months of inpatient care. The 
same principle applies to countless other problems fre- 
quently encountered in high-risk patient populations. 

A better triage system could solve some of these 
problems. VA medica) centers must belter identify dis- 
orders in which preventive or primary care can be most 
effective, particularly in high-risk populations. 

Effective triaging is probably the single best thing 
facilities can do to reduce their scheduled appoinimeni 
wailing times. One facility implemenied a case- 
management program that used a primary care physi- 
cian to screen all patients. This practice allowed the 
specialty clinics to drop their clinic waiting times to 30 
days. When care is administered in the appropriate 
clinic, it reduces pressure on specialty clinics. GAO 
suggests that medical personnel periodically review 
their clinic's patient records and redirect some patients 
to general medicine clinics. 


^Paralyzed VturaAs of AmerKJ. Focus Groupv Wu^hmfinn. DC: Summer 1993. 
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Palient follow-up offers a belter altcmalivc to 
overbi>oking clinics and controls workload more 
appropriately. Staff should remind patients of oppomt- 
ment^ by phone call or postcard before their scheduled 
appointment. If rescheduling is necessary. VA person- 
nel should also confirm the new appointment by phone 
call or postcard. 

Again. Dallas VA medical center offers a success- 
ful nKxJel for improving waiting times within existing 
resources. Patients know that providers will see them 
within .K) minutes and are not allowed to check-in 
more than 30 minutes before their scheduled 
appointments. At Dallas, laboratory and x-ray work 
are scheduled as separate appointments up to two 
hours before the physician appointments, so that 
physicians may receive test results and make 
informed decisions in treating patients. The effi- 
ciency of this practice exceeds that of many private 
plans protocols. Health summaries easily accessed 
through the decentralized hospital computer pro- 
gram have expedited the process. 

Implementing a program like Dallas's is not easy. 
Medical centers that want the same results must shift 
resources and personnel to optimize their utilization. 
They must educate patients about changes, so they will 
kfKiw what to expect on (heir next visit. Still. Dallas 
has developed a system that seems to work. Clear 
patient protocols have improved access for all users 
and reduced consumer complaints at the ambulatory 
care center Dallas VA nicdical center is promoting its 
quicker and less complicated scheduling process 
because now it has a better product lo sell. 

Additional Clinic Hours 

Many VA medical centers also recognize the need 
for longer clinic hours on weekdays and some week- 
end hours to make the clinic more accessible. If a 
medical center explores this option, it must adjust its 
staffing patterns to allow staff to see veterans within a 
reasonable amount of time whenever they enter the 
clinic. This is an option, however, that VA should 
explore after using other measures to shorten waiting 
limes during regular clinic hours. VA should not 
attempt to run additional clinic hours that will spread 


scarce staff even more thinly and exacerbate problems 77 
during norma) climc hour.. ^ 

Practice Style 

Practice style has to do with (he manner in which 
care is delivered to patients; it often corresponds with 
the way care is financed Most VA medical centers 
still rely too heavily upon episodic inpatient care, 
rather than (he courdinuicd. umbulaiory-bascd cure the 
private sector is embracing. For VA. this lack of coor- 
dination fragments care delivery and alienates many 
patients from their care providers. Too many VA 
palicnLs never see the same provider twice. Their care 
delivery lacks continuity, and even medical records fail 
to track vita) information from one visit to the next. 

This often leaves veteran patients feeling abandoned in 
a system in which they have loo little control. 

To compound the problem, veterans believe they 
have little recourse when problems occur, because 
they think no one in the sy^em cares. Too often, no 
one is familiar with (heir faces, their names or (heir 
case histories. Yet some VA medical centers prevent- 
ed or ameliorated these problems. For example, the 
yel-io-be-opened West Palm Beach VA medical center 
in Florida plans to assign each patient to a primary 
care provider 

Veterans want to choose their care providers. 

Asked what they value most about their private-sector 
health plans, surveyed veterans’ most common 
response was their ability to choose their own physi- 
cians.^ Because of its academic affiliates’ rotation 
schedules for medica) restdenis. VA may not always be 
able to offer this option There are ways, however, in 
which VA can enhance a patient's sense of control over 
his or her choice of provider. 

First. VA medical centers should assign patients to 
one provider or team of providers. To provide continu- 
ity for the patient, the patient's ‘‘point person'’ or the 
team leader must be a VA full-time employee, rather 
than a rotating resident or inlerr). Some VA medical 
centers could allow patients to choose their physicians 
or teams rather than randomly a.ssigning patients. If 
allowing (his initial selection by patients does not work, 
centers should certainly allow patients to select other 


'^Pwaly/cd VeicTan& of America Focus Group^ Wi\hingion. DC- Summer 
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78 provKicr\ or Icamv if (hey wi<*h to. Granting patients at 
^ Ic-isl this control enhances their confidence in their 
providers and therapy and increases satisfaction. 

A single contact point greatly enhances a 
patient's perception of the system's accessibility 
and his or her satisfaction with it. Case manage- 
ment also has other benefits, such as more appropri- 
ate care utilization, better triaging and improved 
health status. Implementing a case-management 
system for all veteran patients is probably the single 
most important thing (he VA can do to compete 
against better funded private-sector medical facili- 
ties. The Pilot Ambulatory Care and Education 
(PACR) Program operating in Sepulveda VA med- 
ical center is proving an excellent model for other 
VA medical centers. PACH developed academic 
global care teams who arc fully responsible for ran- 
domly assigned patients' care. Although these 
teams arc ultimately accountable for ensuring (heir 
patients access to and treatment in appropriate set- 
tings. even more rigorous case management is avail- 
able for VA's most needy patients. 

In many ways. VA is well suited to further adopt- 
ing the principles of managed care, without becom- 
ing another mainstream health maintenance 
organization. VA is most suited to the role of a "staff- 
model* HMO. to further develop us integrated care 
system. Physicians are salaried in VA. Because VA 
offers a full spectrum of health care services, patients 
often use the system as their sole source of health 
care. 

VA also has obstacles to overcome. Some VA 
facilities are not appropriately staffed to emphasize 
the primary care services managed care providers 
offer. Managed care is also an integrated delivery sys- 
tem that pulls interdisciplinary teams together to treat 
patients. VA facilities often fail to appreciate the 
long-term benefits of coordinating care through a 
team approach, because of the tremendous start-up 
effort involved. VA recognizes the need to adapt a 
managed-care paradigm. Staff at some VA facilities 
are already working toward more integrated delivery, 
as discussed below. 


Recommendalion 

Appropriation 

• Increase outpatient workload to achieve the 
tndfpendfnt Budget target of 27.500.000 staff 
and 1.880.000 fee-based visits. 

• Fund 50 "storefront'’ clinics in vet centers and 
provide resources for 50 nurse practitioners or 
physicians' assistants and SO one-half-FTEE 
clerical staff members and additional funding 
for beneficiary travel to VA medical centers. 

Budget Authority 

• Add 3.5 million staff outpatient visits to accom- 
modate shifts from inpatient to outpatient 
venues of cane in fiscal years 19% and 1997. 

Cost 

Appropriation: $335.5 million 

Budget Authority; $637.6 million 

Long-Term Care 

Long-term care services VA offers arc increas- 
ingly important as demand for these services grows. 
Dramatic growth in (he elderly veteran population 
has pressured a system designed to care not only for 
older veterans, but also for those with disabilities and 
other health conditions that require chronic care. In 
1990, one-third of the U.S. adult male population 
were veterans, and one m four veterans was older 
than 65. VA estimates that, by the year 2000. more 
than 60 percent of the U.S. male population over 65 
will be veterans. In 1980. 3 million veterans were 
older than 65 years: by 1990. that number had sky- 
rocketed to 7.2 million, a 136.5 percent increase. 
Currently, 50 percent of the veteran population (13.5 
million veterans) are older than age 56. This growth 
in the elderly population should continue, despite 
projections that (he total veteran population will 
decline 26 percent during the years 1990 to 2010, 
from 27.2 million to 20 million veterans.^ 

This high concentration of older veterans forces 
VA to confront a crisis of increased demand for long- 
term care and geriatric services. Veterans with ser- 
vice-connected disabilities offer VA the additional 
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challenge of delivering specialized long-term care to 
those with disabilities. Private-sector providers will 
not face these predicaments in the general population 
for another decade. VA can thus serve the nation well 
b> experimenting with cost-effective long-ierm care 
now. before most of the general population reaches 
an age at which they need long term care. VA*s mis- 
sion 10 care for populations who arc aging or have 
service-connected conditions makes it an idea) sel- 
ling for testing ways lo meet ihe nation's future long- 
lerm care needs. 

VA has a unique opponunity to set the pace for 
efficient, effective long-term care delivery in the next 
decade. A.s an integrated system. VA endeavors to care 
for patients within its own programs. VA must build 
on its succes.ses in developing and evaluating innova- 
tive. integrated care delivery, especially comprehen- 
sive and coordinated long-term care. Each VA 
medical center must participate in and help develop 
Its liKal system of care. As the population ages and 
health care needs change. VA must develop aliema- 
live uses for underutilized service capacity, including 
VA hospitals. 

As j long-term care model. VA offers some ser- 
vices other private or public health care plans do not 
generally cover, including custodial care, social ser- 
vices and long-term rehabilitative therapy. These 
types of non-instilutional long-term care are increas 
ingty important, because VA nursing home capacity is 
strained Where this capacity is limited. VA must 
expand these alternative sources of care. 

To facilitate this expansion. VA must expedite 
action on the Independent Budget's recommendations 
to convert excess hospital beds to nursing home beds, 
to construct new facilities and to enter into enhanced 
lease arrangements. When considering such expan- 
sions, VA plans should anticipate long-term hospital 
beds needs. The IBVSOs also maintain that sustained 
low occupancy rates in some VA hospitals indicate an 
opportunity to integrate hospital inpatient and long- 
term care facilities and to establish the multilayered, 
long-term care programs described below. 

Because of insufficient funding and inadequate 
capacity. VA has not sufficienily expanded its long- 
term care programs in recent years. The Administra- 
tion and Congress must support eligibility reform to 


encourage expanded access to these programs for 
older veterans. Congress should appropriate funds to 
expand nursing home capacity and implement innov- 
ative long-term care programs, lo encourage the most 
cost-effective care for older and chronically disabled 
veterans. 

NURSING HOMES 

From fiscal year IVK.S through fiscal year IWO. 
the average daily census ol veterans in VA nursing 
homes or VA-sponsored nursing home beds remained 
almost constant. These programs' capacity should 
have expanded, however, with the increase in the 
number of older veterans and potential nursing home 
residents. As we have previously discussed, the vet- 
eran population is growing older and requires more 
long-term care services novc. as it will m the future 
To meet this demand. VA must adjust its nursing 
home capacity. 

Deficiencies in the VA budget have constrained 
veterans' access to nursing home care. Hospiial direc- 
tors. experiencing budget shortfalls, must either cut 
programs or reduce service availability. Because 
nursing home core is not guaranteed to veterans, this 
service is often one of the first cut Given cligibiitis 
consirainiN and limited capacity. VA often must deny 
veterans nursing home care: limit iheir lengths of stay: 
move veterans into more costly, intermediate-care 
hospital beds; or shift eligible veterans to Medicaid 
pmgrams. 

To assess the growing need for nursing home beds, 
both VHA and ihe IBVSOs base ihcir models for long- 
term care demand on the 1 985 National Nursing Home 
Survey. This survey indicates that approximately 20 
percent of veterans in nursing homes. VA or non-VA. 
are placed there as VA patients. The Independent Bud- 
get assumes this rate lo be VA's appropriate markei 
share. Unfortunately. VA has not been able lo maintain 
that share. In fiscal year 1988, VA reali/cd a 19 per- 
cent markei share; since then, that number has 
decreased to 16 percent. After fiscal year 1988. VA 
curtailed its nursing honte workload even as growth of 
the elderly veteran population dictated that it expand 
services (see Chan 7). The VA integrated planning 
model now defaults to a 16 percent markei share. The 
Independent Budget will use this 16 percent share as 
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(he appropriate market share, funding workload incre- 
mentally to achieve the average daily census VA's 
planning model identifies for 2005. 

VA provides nursing home care in three settings: 
VA-operaied homes, state-owned nursing homes, and. 
by contract with private-sector providers, community 
homes. Beginning in I9K8, the average daily census of 
VA or VA'Sponsorcd nursing home care has changed 
unpredictably (see Chan 8). The number of patients 
treated in communily-based nursing homes has 
dropped by more than 30 percent, while state nursing 
home care has grown by aj^Mxiximaiely 20 percent. 
VA’s own nursing home capacity has made only limit- 
ed progress toward ib goals for expansion and is not 
nearly what is needed to compensate for the drastic 
cuts in community nursing home care venues. 

The fiscal year 1996 Independent Budget goals 
for average daily census levels in VA nursing home 
programs are 30 percent in VA facilities. 30 per- 
cent in state homes, and 40 percent in community- 
based nursing homes. Again, these reflect the 
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0MB planning mode) for VHA and VA's own 
default settings used in the integrated planning 
model (sec Table 12). In fiscal year 1994. VA\ 
actual distribution was approximately 40 percent 
in VA facilities. .34 percent in state homes, and 26 
percent in community-based nursing homes. 
VHA*s projected workload for fiscal year 1995 is 
similarly distributed. 
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In fibcal year 1994, VA supponed an average daily 
census of 13,502 veterans in its own nursing homes 
and treated 30,926 patients. VA projects that 96,980 
veterans will need nursing home care by 2010. This 
far exceeds its current capacity. With an average daily 
census of 1 1.369 in 72 programs, state home nursing 
homes contributed to VA's overall nursing home 
capacity, and community-based nursing homes provid- 
ed 8,981 average daily census to VA's nursing home 
capacity in fi-scal year 1994. The Independem Budget 
targets for our recommended fiscal year 1996 appro- 
priation are 14,740 average daily census in VA nursing 
homes, 9.920 average daily census in community nurs- 
ing homes, and 1 2,420 average daily census in state 
home nursing homes. 

Despite the need for increased community- 
based nursing home care, VA has not restored 
capacity in these settings. In fact, it has reduced 
care in the community every year since fiscal year 
1988. This trend discourages the IB VSOs; we hold 
that VA should not abandon the goal of providing 


care in the community. Community-based care can 
be an effective means of expanding nursing home 
capacity, particularly as a temporary measure pend- 
ing expansion of VA's own nursing home capabili- 
ties. VA can accomplish this expansion by 
converting hospital bed wards, expanding leasing of 
nursing homes and enhanced-use leasing, and build- 
ing new nursing homes. 

Va often eliminates community-based care first, 
rather than reducing care provided within the system. 
VA should examine the incentives hospital directors 
have for furnishing care within their own walls and 
create incentives for using other equally attractive, 
cost-effective long-term care venues. 

VA Nursing Homes 

VA’s nursing home program provides care to indi- 
viduals who do not need hospital care, but who do 
require nursing care and related medical or psycholog- 
ical services in an institutional setting. This important 
program provides continuing health care, 24-hour 
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82 nursing care and rehabiliration to achieve veterans' 
^ highest possible degree of independence and well- 
being VA curreniiy operates 128 nursing home care 
units with 14.851 beds. 

These fuciliiies supported an average daily census 
of 1 3.502 and currenl services level of 30.926 patients 
treaicd in fiscal year 1994 The independent Bndttet 
bases its nursing home workload targets on feasible 
expansion of VA nursing home programs and realistic 
programmatic growth in state and community nursing 
homes. The independent Budf^et recommends increas- 
ing the average daily census of these systems to 1 4.7.SO 
in fiscal year 1996. With appropriate authority to 
change criteria governing access to health care ser- 
vices. and thus relieve hospital medical inpatient 
workload. VA should increase to an average daily cen- 
sus of 15.080 in fiscal year 19%. We maintain that 
this is an achievable goal for the next fiscal year. VA 
can accomplish this through hospital bed conversions, 
appropriate exploitation of enhanced-use arrange- 
ments and facility leasing programs. Congress's oblig- 
ation of funds for nursing home construction projects 
must allow VA to fulfill its commitment. howe*^er. to 
veterans’ long term needs 

Hospfto/ Bed Conversions 

VA has not met its planned level of hospital bed 
conversions. In fiscal year 1994. VA convened 269 
hospital beds, for fewer than the expansion tor which 
the IBVSOs had hoped or that VHA had originally 
planned VHA plans to convert 924 more hospital 
beds to nursing home care beds between now and fis- 
cal year 1998. VA has fallen far short of previous tar- 
gets. however, and current conversion levels do not 
satisfy the critical need for nursing home beds 

The independent Budget recommends that VA 
convert .360 hospital beds to nursing home beds in fis- 
cal year 1996. VA has historically been slow to imple- 
ment these conversions, primarily because of budget 
constraints and hospital directors' resistance to mis- 
sion changes. VA facility directors have been unable 
to convert many hospital beds to nursing home beds 
because of shon funds, even though long-term savings 
would result from such un investment. VA nursing 
home days of care are considerably less expensive than 
the hoNpiia! inpatient or intermediate care days that are 


often inappropriately substituted. Lack of capacity in 
nursing homes and eligibility restrictions often under- 
lie these unsuitable choices. 

Hospitals are also sometimes limited in their abil- 
ity to convert acute care beds to nursing home beds. 
Changing an acute cure mission to one of long-term 
care can devastate an entire community's care net- 
work Long-term care facilities require different 
staffing than acute care facilities. Conversions to long- 
term care facilities necessitaic replacing physician 
staff with less trained, and thus less costly, care 
providers. In many underserved areas, physicians 
derive most of their incomes from VA and could not 
practice without this financial supplement. In effect. 
VA subsld^^es care for the general population in areas 
without great veteran demand. Without VA medical 
centers' acuic care resources, many communities 
would be medically underserved. 

Lack of large, contiguous blocks of space also pro- 
hibits conversions. VA must change missions for 
entire wards and add areas for recreational and social 
areas to satisfy space requirements for nursing homes. 
CrMigress. through its appropriations, and hospital 
directors have severely resiricicd consiruclion funds to 
convert space to meet this need 

Had VA adhered to its own goals for hospital bed 
conversions, it would not be so far behind Independent 
Budget targets for nursing home care Two years ago. 
information the IBVSOs requested from VHA stated 
that 4.750 nursing home beds were targeted for con- 
version by fiscal year 1998. This year. VHA sets its 
targets at 924 conversions between fiscal year 1995 
and fiscal year 1998 These goals demonstrate that, m 
policy. VHA is willing to develop VA nursing home 
capacity through hospital bed conversions, hui must 
temper its efforts to do so because of fiscal constraints 
The IBVSOs encourage VA to move more aggressive- 
ly toward these goals. 

Nuning Home Comtnjciion 

Tile independent Budget's standing recommenda- 
tion for nursing home construction Is that Congress 
authorize VA to build four i2U-bed nursing homes, 
adding 480 new beds to the system each year Imple- 
mentation of this work must begin immediately to 
meet increasing need. 
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Chronic underfunding of VA nursing home con- 
struction programs has forced VA to find alternative 
solutions to meeting the needs of a growing elderly pc^ 
ulalion. Historically. VA has been unable to build and 
activate nursing homes in less than six years. This doc- 
ument's "Construction Programs" section discusses 
current VA initiatives to expedite construction. But until 
VA fully implements programs to redress the problems 
in its construction protocol, it must find alternative ways 
to meet veterans' immediate need for long term care. 

The "Construction Programs" section, which 
begins on page 1 19 of (he Independent Budget, details 
current VA initiatives and other requirements still nec- 
essary for our proposals. 

Nursing Home Leases 

Another option for expartding VA's nursing home 
capacity is through increased leasing arrangements. 
The resulting capacity can alleviate some need while 
additional nursing homes are constructed. The IB- 
VSOs recommend that VA lease two 120-bcd nursing 
homes it can manage and equip; if VA receives autho- 
rization to reform access to health care services it will 
need one additional 120'bed nursing home (with the 
other (wo leased facilities, a total of three) in fiscal 
year 1996. The Medical Care budget initiatives 
include activation funds for these leased facilities. 

Enhonced-Use Leases 

In addition to leasing nursing homes. VA must 
exploit cnhanced-use arrangements to add 180 to the 
average daily census of its nursing homes, tinder 
cnhanccd-usc leasing, unoccupied or underoccupied 
VA facilities lease space to an external parly for an 
activity that benefits VA. 

Ample opportunity exists for VA to enter into 
additional enhanced lease programs at its medical 
facilities. When circumstances prevent VA from uti- 
lizing its facility resources, all panics' best interests 
are served when outside parties lease space and pro- 
vide additional services to veterans. VA can attraci 
potential participants by making sufficiently large 
spaces available and "fronting" reasonable funds for 
enhaiK'ed-usc leases. 

VA must expand its enhanced leasing programs 
through aggressive solicitation and outreach. Even 


within VA. a clear understanding of the initiatives’ 83 
objectives or the extent to which VA is involved in jp 
these programs does not exist. To entice additional 
partners. VA may need to explore the cost-effective- 
ness of advancing funds to potential partners for reno- 
vations and improvements to the physical plant. 

Enhanced lease arrangements can help VA to com- 
pensate for its lack of nursing home capacity. The 
Independent Budget asks that VA add 1 80 to its aver- 
age daily census through these arrangements. Such 
programs canriol arxl will not meet VA’s need for 
expanded nursing home capacity, however. Leasing is 
loo expensive to provide any nx>re than a shorl-term 
solution to this continuing problem, and VA must plan 
for future demands. 

Because kmg-term care requirements will increase 
in the future, shoit-ierm leasing does not release Con- 
gress and the Department from their obligations to 
construct or convert facilities for future veterans. Vet- 
erans’ demand for nursing home care will only 
increase. As different service-era cohorts age and use 
more nursing home care. VA will need to expand its 
capacity dramatically (see Chan 9). 

The aging veterans of the World War II service era 
will quickly be followed by those of the Korean Con- 
flict. The age disihbution of this generation and (be 
Vietnam generation may provide a slight temporary 
reduction in the need for nursing home beds around the 
year 2010. VA mu.si took beyond temporary trends and 
instead develop capacity to care for future generations 
of veterans. Drastic increases in VA nursing home 
capacity are required. Perhaps the most cost-effective 
and efneient way to accomplish (his is by convening 
hospital beds. This will provide VA with additional 
capacity until it constructs more nursing homes. 

Recommendations 

• Increase the VA nursing home average daily census 
to 14.740 (and IS. 170 under new authority) in fis* 
cal year 1 9% by convening three 1 20-bcd hospital 
wanis, leasing three 120-bed nursing homes and 
entering enhanced-usc leases for another 1 80 beds. 

• Add Major Constniclion funds for four new 120- 
bed nursing homes in fiscal year 19%. 
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Cost 

• Cost of consinicting new nursing homes included 
in the Construction budget. 

• $23.7 million for VA nursing home workload 
increase included in recommended appropriation; 
$35.7 million additional included in recommended 
budget authority. 

• $7.9 million for activation funds for leased nursing 
homes- 

State Home Nursing Homes 
An additional way in which VA attempts to meet 
veterans’ long-term care needs is through approved 
state home nursing homes. These state homes include 
facilities for nursing home care; some, unlike VA’s 
nursing homes, admit veterans' dependents. VA subsi- 
dizes these facilities' construction and operation con- 
tributing up to 65 percent of (he stale ’s construction 
costs. The Federal government also encourages stare 
participation by offering matching operations funding 


and allowing states to collect dielr shares from pro- 
gram beneficiaries’ Social Security disbuf^ments. 

Slate homes have demonstrated the greatest 
potential to develop VA-sponsored nursing home 
capacity. Currently. 72 homes in 38 states provide 
nursing home beds for veterans. In fiscal year 1994. 
VA-sponsored beds in state homes supported an aver- 
age daily census of 1 1,369. Plans call for an addi- 
tional 534 average daily census and nine new units in 
fiscal year 1995. VA also expects to add 1,030 addi- 
tional state nursing home beds through construction 
projects during that period. The fiscal year 1996 Inde- 
pendent Budget recommends an average daily census 
of 12,420 under current authority and 12,850 under 
expanded authority. 

While state programs’ workload growth has 
been somewhat more .substantial in past fiscal years 
than workload growth in VA-sponsored community 
venues or in VA itself, VA has missed considerable 
opportunities for expanding these cost-effective 
care venues. VA’s goal is to fund all approved state 
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applications for stale home grants, it has not done 
so in recent years, and requests for state grants 
approach $200 million. Our request for Grants to 
State Extended Care Facilities is discussed in the 
“Construction" section. 

Expanding use of stale homes to provide nursing 
home care to veterans is sound fiscal policy. States 
hear most financial responsibility for these programs, 
so VA spending is minimized. This allows VA to 
expand its average daily census for VA-sponsored 
patients without drawing funds from its own nursing 
home programs or community-sponsored arrange- 
ments. State homes are extremely cost-effective; the 
fixed per diem cost to VA for slate homes is $35. com- 
pared to $215 for VA nursing home care. VA should 
increase its contribution to state nursing homes in 
equal one-third of state home operating costs lor 
approximately $51) based on its 1986 agreement with 
them. The Indeptndent Budget uses this agreement 
on state home per diem reimbursement to project 
growth for state home programs in its initiatives and 
to add to current services. Given VA's commitment to 
expanding its average daily census of nursing home 
patients, state homes provide an attractive, cost-effec- 
tive way to reach its goals. The savings realized by 
placing veterans in the less expensive state homes 
quickly compensate VA for its contribution to con- 
struction funding. 

Increasing the number of veterans in state homes 
will require more VA dollars to meet the federal share 
of per diem costs. The recommended appropriation 
for extended care initiatives includes slate home 
operating funds. The Independent Budget gives rec- 
ommendations for grants to fund construction of 
additional state home beds on page I2S-6. 

Recommendations 

• Increase state nursing home average daily census 
to 12.850 for fiscal year 1996. This assumes con- 
siderable growth in bed availability. 

• Fulfill the obligation to compensate state homes 
for one-third of the average per diem cost of care 
for veterans in (hose homes. 


Cov 

$10.7 million included in the appropriation for 
extended care; $8.5 million additionally requested in 
ihe recommended budget authority. 

Community Nursing Homes 

The community nursing home program places vet- 
eran patients requinng nursing home care in communi- 
ty nursing facilities at VA's expense. This contracted 
community nursing home care is designed to comple- 
ment the VA nursing home program by providing 
skilled or intermediate nursing home care. Veterans in 
transition from hospitalization in VA medical centers 
can remain in these nursing homes for up to six months. 
Veterans hospitalized primarily for service- connected 
disability are exempt from the six-month limitation. 

Under current law. veterans ore not enliiled to 
nursing home care. Therefore, when dollars are con- 
strained. VHA hospital directors restrict access to this 
discretionary service and reduce the nursing home 
census. Because hospital directors choose to keep 
funding within their facilities, this restriction has been 
particularly severe for community providers of nursing 
home care. Each year since fiscal year 1988. (he aver- 
age daily census level has declined, decreasing by .32 
percent between fiscal year 1988 and fiscal year 1994. 

In fiscal year 1994. VA offered community-based 
nursing home care to an average daily census of 8.981 . 
The IBVSOs remain committed to their belief that VA 
should furnish long-term institutional care in the com- 
munity as a means of expanding the system's nursing 
home capacity expeditiously and cost-efTeclively. The 
rates VA negotiates with community nursing homes 
allows it to provide care less expensively than in-hou.se. 
This being the case, we recommend that VA expand care 
in the community to the extent possible. VA must use 
community capacity in care for needy veterans, meet its 
own construction goals and expand ils own capacity. 

Recommendation 

Increase community-based nursing home census 
to 9.920 in fiscal year 19% under current authority; 
under enhanced authority add 570 to the census, for a 
total of 10,490 average daily census. 
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Cost 

$62.6 million included in ihe recommended appro- 
priation for extended care: addiitonally, S24.4 million 
recommended for the budget authority. 

NON-INSmUTIONAL LONG-TERM CARE 
ALTERNATIVES 

The increase in the number of elderly veteran 
patients will continue to require that VA adapt its pro- 
grams to meet future long-term care needs. As a long- 
term care model for the nation. VA should continue to 
supplement its institutional programs with more non- 
insiitutional types of care. VA has been committed to 
increasing the number and diversity of non-institution- 
al extended care programs aimed at enabling indepen- 
dence and reducing system costs; it needs to funher 
these efforts. Programs such as hospital-based home 
care, community residential care and hospice and 
respite care have saved VA money and increased 
patient satisfaction. 

Some of these care modes — specifically home- 
based care, respite care, and hospice programs — 
operate interdependenily and merit coordination by a 
case manager. For instance, ca.se managers could 
assist patients using home-based care or community 
hospice programs who require penodic admission lo 
an inpatient care setting. Also. VA may wish lo 
develop its own community hospice programs through 
hospital-based home care teams. 

Using ambulatory care, rather than inpatient 
resources, allows VA to augment its resources with 
those of patients’ caregivers. Case management allows 
VA to use its resources more effectively; physicians 
and nurses are freed from some administrative details 
that case managers deal with more effectively. These 
programs would allow VA to serve more veterans with- 
in its budget constraints than would the alternative — 
repeated hospital admissions for chronic and terminal 
conditions. 

Hospital-Based Home Care 

The hospital-based home care (HBHC) program 
was established in 1970 as a demonstration project 
under a VA regulation authonzing outpatient follow-up 
services. In fiscal year 1973. VA secured funding for 


six demonstration hospitals. Since that time. HBHC 
has grown lo comprise 75 programs system-wide. 

HBHC provides services to patients in (heir homes 
through hospiial-based interdisciplinary teams. This 
program serves homebound veterans whose caregivers 
are wilting and able to assist in their care Studies 
regarding HBHC's effectiveness and its patients' satis- 
faction have shown that it greatly assists early detec- 
tion of treatable secondary conditions, such as 
infections, and provides timely, cost-effective care. 
Also. HBHC reduces ihc inappropriate use of hospi- 
tals. emergency rooms and ouipatient clinics and lim- 
its premature nursing home placement. Studies 
conducted for VA have clearly shown lhai discharge 
personnel consider nursing homes a last resort when 
hospital-based home care is an option.'^ 

The 75 HBHC programs currently in operation 
supported a 5.069 average daily census in fiscal year 
1994. VA has accomplished most of this program’s 
expansion with existing resources, because no funds 
are specifically allocated for initiating HBHC pro- 
grams. U is important to recognize that such progress 
is possible, even within VA's budget constraints. 

RecommentiuUon 

Activate HBHC programs, in fiscal year 19%. at 
the 96 remaining hospitals that lack them. 

Cost 

$82.1 million. 

Respite Care Programs 

The VA respite care program was authorized under 
Public Law 99-576. and Congress first provided pro- 
gram guidance in establishing a respite care program lo 
medical ccniers In November 1987. VA medical cenicrs' 
respite care programs provide periods of caa* for home- 
bound veterans and rest for caregivers. This program 
uses unoccupied VA hospital or nursing home beds. 
Generally, veterans are admined for one to two weeks to 
alleviate strain on the family and primary caregiver. 

It is widely recognized lhai most chronically ill 
persons who do not need hospital services can be mo.st 
effectively cared for if. through the assistance of fam- 
ily or other household members, they can live at home. 
At the same time, it is understood that such arrunge- 
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menis for care of a patient ai home may severely bur* 
ikn the caregiver and household physically and envv 
iionally. necessitating some lonn of respite care 
program. Providing respite serstccs can prolong the 
tin\e a caregiver is ahic to care for the patient in the 
home and delay the patient's entry to an institution 

Rcafiitmcndaiion 

Activate respite programs at the hospitals that 
lack them in fiscal year )9% 

eVo/ 

Included in hospital-based home care funding 
initiative. 

Hospice Care 

Hospice cure is a coordinated program of pallu- 
iive and supportive services provided in home and 
inpatient settings for patients in the last phases oi 
iiK'urahle diseases. Hospice care requires ackiuml* 
edgmeni hy the patient, family and physician (hat ihe 
illness Is lermina) and a mutual agreement that they 
wtll no longer pursue aggressive treatment VA has 
established a program of specialized hospice consulta- 
non teams. Ciich consisting of a physician, a nurse, a 
social worker and a chaplain, to administer some hos- 
pice care programs. These teams provide an organized 
approach to Ihe care oi terminally ill palienis and itieir 
families and coordinate program planning, educatton 
of siafT, consultation and treatment re.sponsihilities. 
and coordination of services. 

VA medical centers provide xcess to hospice care 
m several ways: 1 1 ) referral of eligible veterans to com- 
inuniiy-bascd hospice care under veterans* Medicaie 
eligibility. (2) purchase of community- based Itospice 
care for eligible veterans or those who an: ineligible lor 
Mcdtcoa' bertcfils, and placenieni in a VA-iipeniied 
hospice program with a dedicated inpuiietii unit and a 
hirspice care unit. These programs provide various 
options for terminally ill veterans seeking hosptec care 

VA reports that, as of fiscal year 1994. all of its 
medical centers had established a hospice consultation 
team. It had also established 45 mpatient hospice 
units. VA vould espand access to this important pro- 
gram by creating its own coinmuniiy-bascd program 
wiihcMsimg HBHC teams 


RetommenJudon 

Expand the VA hospice program hy creating com- 
munity-based programs with existing HBHC teams. 

Com 

Included in hospital-based hitme care mutative. 

Adult Day Health Care 

Congress authorized VA\ adult day health care 
lADHC) programs in November I9K.1 through PuMu 
Law 9H-/60. The motivaluin for this development 
was the need to develop strong programs fur the 
growing number of chronically ill elderly veterans. 
ADHC programs today fiK'us on a broad spectrum of 
rchahilitativc and mainicnaoce therapies and provide 
primary health care in a day setting lor elderly, func- 
tionally disabled veterans who might otherwise 
require insiiiuiionniization This iherapculically ori- 
enied outpatient program is aimed at vuinerahle pop- 
ulations, such as the frail elderly, ihose with 
functional or cognitive impairments, and those with 
multiple micractivc medical problems, significani 
siK'lal issues and psychological needs. 

V \ provides this service both directly and through 
contracts w Ith oiher providers. The contract ADHC 
programs serve patients who live in the program's pri- 
mary service area with a reliable iransporiaiion sys- 
tem During the past M) years. VA's own ADHC 
pnigrams have grown in numbet from 5 to 15. In fis- 
cal year 1994. these programs together supponed an 
average daily census of 9,^9 The hideftrndt'nf Budget 
goal for fiscal year 19% is 40 programs. The IBVSOs 
recxmirnend that VA maintain its S.^ contract ADHC 
programs in fiscal year 19% 

Reautuncndmioii 

Increase the nunihei of hv'spiials with VA or 
VA'Sponsored adult day health care programs from 
9R to I2.T 

Com 

Si 1.5 million 

Community Kesidcntial Cure 

The community residential care (CRC) progrtim 
provides room, hoard and limited personal supervi- 
sion (at the veterans' expense) plus VA nurse and 
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social worker home visits and outpatient care for the 
^ veieran. CRC facilities are most appropriate for 
patients who require care for medical or bio-psycho* 
social conditions and lack the needed supervision and 
sopponivc care from family or friends to live inde- 
pendently. The population of veterans served by CRC 
includes patients with long-term psychiatric condi- 
tions and mitdiy impaired elderly people. Because 
VA pays only the administrative costs of the pro- 
gram. CRC is highly cosi-cffcctivc. Its programs 
arc especially cosi-cffcciive. considering their 
potential for reaching members of a marginal popu- 
lation who have some means, but cannot manage 
their lives without this formal support 

In fiscal year 1994. community residential care 
programs served an average daily census of I0.3S8 in 
I3S programs. The Independent Budget urges VA to 
expand this program to all VA medical centers by the 
end of fiscal year 1996 

Becommendation 

Establish community residential care program at 
36 VA medical centers. 

Cost 

S4.5 million 

ACCOMMODATING VETERANS' 

LONG TERM CARE NEEDS 

Multilevel Long-Term Care Facilities 

With its unique patient base. VA is in an excel- 
lent position to develop model multilevel geriatric 
and long-term care centers. VA should select one 
secondary care hospital near a tertiary referral VA 
medical center in each of four geographically diverse 
area» nationwide. By convening its beds and mis- 
sion. VA should dedicate that secondary care hospi- 
tal to long-term care. Each such center would offer 
a nursing home, a geriatric evaluation and manage- 
ment program, ambulatory clinics, an adult day care 
center, a home care team, a respite program and a 
hospice program. The long-term care center staff 
should include appropriate numbers of geriatricians, 
internists, psychiatrists, psychologists and social 
workers. The center should feature ample facilities 


for functional rehabilitation, physiotherapy and 
occupational and recreational therapy and should 
cooperate with other community-based, long-term 
care facilities and programs. Implementing this plan 
would create four new multilevel geriatric care facil- 
ities. The Independent Budget has supported devel- 
opment of these facilities since fiscal year 1990. 

Implemeniing these concepts, which the IBVSOs 
have encouraged for years, has become even more 
urgent as the veteran population ages. With the bud- 
get restricting care delivery even as veterans* needs 
grow. VA must provide care in more cost-effective, 
efficient ways. The concepts outlined above can 
enhance VA’s ability to deliver more economical, yet 
high-quality, care to elderly veterans. 

Recommendation 

Establish four multilevel, long-term care facilities. 
Cost 

No incremental funding required 
Geriatric Evaluation and Management Programs 

VA pioneered Geriatric Evaluation and Manage- 
ment (OEM) units. These unique centers provide spe- 
cialized services in an inpatient or outpatient setting 
where an interdisciplinary health care team performs 
multidimensional evaluations on a targeted group of 
high-risk elderly patients. This team approach to 
patient assessment is followed by an interdisciplinary 
plan of care, including treatment, rehabilitation, health 
promotion and social service interventions Studies of 
OEMs* efficacy demonstrated improved patient sur- 
vival rates, reduced nursing home and hospital admis- 
sions. and improved functional status.** These 
inpatient units coordinate and plan care so well that 
patients live longer with less disability and fewer 
episodes of rchospiulization and institutionalization. 

Most VA rrtedical centers now operate OEMs. The 
Independent Budget calls for all VA medical centers to 
implemem geriatnc evaluation and management units 
by the end of fiscal year 1 996. In fiscal year 1 994, 1 33 
GEMS operated throughout the VA medical care sys- 
tem. The IBVSOs urge that VA add 38 GEMS to 
increase all veterans' access to this care mode. 


tif Infernal Mediant. *'Ne» Tcchnologtes of Gentmc Eviluation Uniu ** QikkcU m ihc CerDMological Society oi 
Americas TeMifiMMy 10 ihe Senate Commitiec on Veterans Aftam Washington. DC: May 19. 1403. 
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RecommenJaiion 

Increase (he number of geriatnc evaluaiion and 
management units from 133 to 171. 

Cost 

No incremental funding. 

Geriatric Research, Education, and 
Clinical Centers (GRECCs) 

In 1976. VA established the GRECC program to 
focus attention on the aging veteran population, to 
increase ba.sic knowledge of aging, to transmit that 
knowledge to health care providers and to improve the 
quality of care to the aged. These "centers of excel- 
lence" were developed concurrently with the creation 
of (he National Institute on Aging of the National Insti- 
tutes of Health. 

The best of long-term care comes together in the 
GRECCs. In these Ibfacilities. staff members coordi- 
nate effons in a focused health care area affecting (he 
elderly, such as nutrition, diabetes, dementia or osteo- 
porosis. GRECC research is a balanced ponfolio of 
projects, including those seeking to understand the 
biology of disease, to evaluate treatment and to assess 
health care delivery alternatives. GRECCs train clini- 
cians and researchers and disseminate their findings 
widely to an eager audience of caregivers within and 
outside VA. The IBVSOs urge that VA expand the 
GRECC program, so that these innovations and effec- 
tive discoveries are developed more rapidly. 

One area that would greatly benent from the 
focused efforts of GRECC research is the care of 
elderly patients with spinal cord injunes. As med- 
ical technologies and skills have advanced, spinal 
cord injured individuals^are surviving (heir injuries 
and living long lives. The IBVSOs recommend that 
VA establish one GRECC dedicated to the study of 
aging in the spinal cord injured patient. The 
increased understanding that results from this study, 
and all GRECC research, will benefit veterans and 
the general public. 

VA needs more GRECCs to fulfill its original 
goals and meet new missions. In 1986. Pubik Law 99- 
166 authohred an increase in the number of GRECCs 
from 15 to 25. Sir>ce (hat enactment. VA has added 


only one GRECC. however, and it does not propose an 
increase in fiscal year 1996. The InJependeni Budget 
recommends (hat VA institute 25 GRECCs by fiscal 
year 1996. 

Recommtndaiion 

• Establish nine genatnc research, education and 
clinical centers (GRECCs), including oik GRECC 
dedicated to spinal cord injury treatment and 
research in fiscal year 1996. 

• Initiate an overall VA GRECC coordinator to 
expedite sharing of resources and personnel to 
enhance each of the centers, coordinate the 
GRECC research agenda with the National Insti- 
tute on Aging, and further develop the program. 

Cost 

$28.2 million. 

Bio^Psych(hSocial Programs 

As a group, veterans are susceptible to cenain bio- 
psycho-social disorders, including PTSD. severe psy- 
choses. substance abuse and homelessness These 
conditions tend to conuibute to one another, and it is 
imperative (hat providers coordinate care to dispense 
an integrated response. The Robert Wood Johnson 
Foundation recently conducted a study demonstrating 
that, while services exist to care for (he general chron- 
ically mentally ill population, they are too few and too 
fragmented, and that only by a concerted "systems 
approach" to services and providing housing and case 
management can (heir future be improved. As one 
of the few national integrated delivery systems. VA 
comprises an ideal test site for further research and 
exploration of innovations in the delivery of mental 
health services. 

Traditionally oriented toward institutionalization. 
VA must continue to seek out and treat chronically 
mentally ill veterans in the community and to establish 
and evaluate alternatives to inslitulionalizuion, such as 
new types of board and care homes, domiciliary care 
and home care. Those with schizophrenia and manic- 
depressive disorders account for 7 ( percent of all vet- 
erans who currently receive (OO-percent disability 


^^M.F Shore *nd M D. Co^ *The Robert Wood iohnson Fooiwluion Program oa Chronic Menial IJInew An Overview.** 
Hoipitet and Communin Piychuury. 4i tl990> I2I2-)2I6. 
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90 benefits for psychiatric disorders. VA must locreasc its 
^ commitment to research on services for people with 
such severe mental illnesses as these, to identify the 
most economical and efficacious treatment programs 
in hospitals and communities. 

VA's bio-psycho-social programs address the vet- 
eran patient population's unique characteristics. These 
specialized services offer access to treatment that is 
often unavailable in the private sector. Issues such as 
post-traumatic stress disorder, homelessness and sub- 
stance abuse are all addressed within the context of a 
veteran's military experience. 

One program that has been extremely effective at 
this is the Community Support Group, operated within 
the Menial Health Clinic at Bay Pines VA Medical 
Center in Rorida. The Community Support Group 
provides specialized services to veterans in settings 
appropriate to their needs and abilities Patients art 
divided into groups of those needing intensive therapy 
at the Center, those able to meet weekly in community- 
based settings, and those whose needs are best met in 
a small, intensive treatment group. An auxiliary of 
family members, friends and supporters has also pro- 
moted (his program. 

VA psychiatric programs also serve patients who 
would have little or no access to mental healih care 
outside the VA system. These veterans are less likely 
than the general population to have health insurance 
and particularly need access to VA‘$ bio- psycho-social 
programs. 

HOMELESS VETERANS PROGRAMS 

The U.S. Conference of Mayors' lOlh Annual 
Survey of Homelexsnesi, released in December 1993. 
found that veterans make up 21 percent of the home- 
less population; 250.000 veterans are homeless in 
(he United States. On any gfven night, this means 
(hat one-third of homeless adult males are veterans. 
These numbers are as high as 40 percent in San Diego 
and 35 percent in Salt Lake City.*^ Most of these 
homeless veterans are believed to be Vietnam-era vet- 
erans. The large number of veterans within the 
homeless population requires VA to act aggressively 
to alleviate homelessness and its consequences. 


Homeless veterans must have access to a full contin- 
uum of services, which includes outreach, medical 
and psychiatric assessment and treatment, transition- 
al residential care, supported permanent housing, and 
case management services. 

Programs for homeless veterans or those at risk of 
homelessness need to recognize that health problems 
and homelessness often go hand in hand. Tuberculo- 
sis, HIV infection, pulmonary diseases, hypertension, 
alcohol and drug abuse, and serious mental illness 
affect homeless people at higher rates than the general 
population. Individuals diagnosed with PTSD also 
exhibit more cardiovascular and gastrointestinal disor- 
ders than other populations. It is estimated that more 
than 44 percent of (he veterans who participate in the 
homeless chronically mentally ill (HCMl) program 
reported physical health problems at the time of 
intake.^'* For veterans who are uninsured and already 
living paycheck to paycheck, a serious illness can be 
financially devastating. leading to the loss of earnings, 
depicted savings and. for some, a downward spiral into 
homelessness. The environmental hazards inherent in 
homelessness can also complicate pre-existing illness- 
es, inhibit access to health care and even lead to other 
health problems. 

VA has established and funded many programs to 
ameliorate veteran iKMnelessness, including those listed 
in Table 13. These programs provide treatment and 
assistance to approximately 20.000 veterans every year. 
The HCMI program aids veterans who need psychiatric 
and medical care through outreach; community- 
centered. residential rehabilitative services; and case 
management. The domiciliary care for homeless 
veterans (DCHV) program provides bio- psycho-social 
treatment and rehabilitation, in a hospital-based, low- 
intensity setting, to individuals whose problems have 
contributed to their homelessness. Also, each VA med- 
ical center has a social worker or homeless services 
coordinator who collaborates with appropriate organi- 
zations to determine unmet needs and develop appro- 
priate interventions. A recently implemented pilot 
program features drop-in centers that serve a portion of 
the veteran population that is often difficult to reach 


November 23. 1994. 


^^DepanmcMorVefersnsAffskn Washington. DC: December 1994 

'^Persona} correspondence form CeniraJ Office. Departmeni of Veterans Affairs. Washington. DC 
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and ireai. These day programs offer the veteran a sup- 91 
poftive but unoblrusive means of receiving assistance- in 
Tables 14 and 15 list other services for veterans with 
psychiatric artd substance abuse problems, both con- 
tributing factors to homelessness. 

The IBVSOs applaud these VA efforts to address 
veteran homelessness, including the Secretary’s Sum- 
mit on Homelessness, which took place in February 
1994, Cufieni f^ograms for homeless veterans pro- 
vide valuable services to many needy Individuals. For 
example, the HCMI program provided 144,868 visits 
to its 68 units in fiscal year 1994. The DCHV program 
saw 3,500 patients treated in fiscal year 1994. yet was 
able to provide care to only a fraction of veterans who 
need such services. 

Recently. VA implemented the Homeless Provider 
Gram and Per Diem Program, which allows VA to fund 
private- and public-sector organizations to provide 
supported housing and supportive pensions for home- 
less veterans. In its first funding cycle, VA awarded 33 
grants worth $5.6 million. 

Recommendarion 

• Expand homeless veterans programs that enhance 
veterans’ independent living skills, VA currently 
runs many innovative programs through its Health 
Care for Homeless Veterans program.s and should 
continue to utilize this venue. 

• Expand care at new and existing sires through the 
types of programs shown in Table 13. 

• Continue to develop drop-in centers in communi- 
ties with unmet needs and In metropolitan areas 
and establish new HCMI and DCHV programs. 

• Continue to develop collaborative projects and 
partnerships with other federal agencies, state and 
local governments, and nonprofit organizations, 
including veterans' service organizations, to 
expand services for homeless veterans. 

Cost 

$10 million for programmatic enhancements; 

$51.5 million included in extended care recommenda- 
tion lo enhance domiciliary care. 
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92 LONG-TERM PSYCHIATRIC CARE 

m VA's psychiatric care programs rely heavily on 
custodial care to treat chronically mentally ill veterans. 
In fiscal year 1994, VA treated 190.529 veterans on an 
inpatient basis in psychiatric beds. Without these beds 
and VA’s other long-term psychiatric care programs, 
many mentally ill veterans would have no access to 
shelter, food, adequate clothing or medical care. These 
difficulties are often compounded when veterans turn 
to alcohol or substance abuse as a substitute for reha- 
bilitation and treatment. 




Programs for Chronically Menially III Veterans 

• 30 VA imdkal tenten destgiMltd n long-term psychiolrit tore 
fodltfitt 

• Iflterrsive psyririotrk tommunily care progrorrR 

• Psythkrtrk tronytion worth 

• Mental hygiene dinic 


VA operates many programs targeted at alleviating 
the causes and symptoms of mental Illness. Some of 
VA’s programs for this vulnerable population attempt 
to rehabilitate menially ill veterans and allow them to 
regain their independence. VA’s programs for chroni- 
cally mentally ill veterans are listed in Table 14. For 
example, community residential care provides mini- 
mal supervision and encourages development of inde- 
pendent living skills These types of programs also 
liave a therapeutic value for the less impaired veteran 
who might otherwise be institutionalized. VA should 
establish short-term care settings that provide more 
intensive therapy to augment services to the chronical- 
ly mentally ill. 

Recommendation 

Develop innovative psychiatric care programs that 
treat mentally ill veterans in less restrictive settings 
and expedite their return to the community; bolster 
institutional programs. 

Cost 

$13.5 million. 


SUBSTANCE ABUSE TREATMENT PROGRAMS 

Substance abuse continues to overwhelm private 
and VA capabilities. Despite persistent attempts to 
eradicate, or even stem, the spread of alcohol and drug 
abu^. the number of those affected continues to rise 
and the severity of the impact intensifies. This epi- 
demic has particularly troubled veterans, and VA's pro- 
grams to treat substance abuse are stretched to the 
limit. Recent data show that between 25 percent and 
50 percent of veterans presenting themselves for treat- 
ment at VA medical centers have substance abuse dis- 
orders. in addition to their other medical and 
psychiatric conditions.'^ 

VA’s commitment to addressing veterans’ sub- 
stance abuse problems traces back to 1946 and the 
publication of a policy statement affirming that VA 
would provide treatment for veterans with alcohol use 
disorders. VA’s first drug-dependence treatment pro- 
gram was established at the Washington. DC. VA med- 
ical center in October 1970. In 1980, VA began 
contracting with non-VA community halfway houses 
for rehabilitation services for veterans with substance 
abuse problems. 


TABlt IS 

Programs for Veterans with 
Substance Abuse Problems 

• Inpatient chemiral dependiiKy Ireolmint 

• Outpotient dwmical depondency tTMlmenl 

• Substance obwe outreodi progroim 

• Substoflce abuse cammunity holfwoy heuses 

• Veterons' industries 

• Doffliciliory substotKe obus* program 

• Substonce obuse relapss progrom 

• Specioiized substance obuse programs lor spinol tord injured, geriotric 
post-troumotk stress disorder ond otfwr groups 


Today, VA provides a broad range of substance 
abuse treatment options, from acute inpatient to Inter- 
mediate, outpatient and residential care, including a 
contract program for halfway-house placement in the 
community. Tailoring programs to problems underly- 
ing veterans’ substance abuse (such as aging, home- 
lessness, unemployment, spinal cord dysfunction or 


'^Department of Veterans Affairs. VAnguard. April 1992- 
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post-traumalic stress disorder) has also proven effec' 
live. Many of VA's domicilianes also include sub- 
stance abuse treatment programs. VA operates the 
programs listed in Table 15 for veterans suffering from 
alcohol and drug abu.se. 

VA must use its limited resources effectively by 
implementing its most successful treatment protocols. 
Whenever possible, these programs must be flexible 
and deal with substance abusers* special niedical needs. 
Individuals should have follow-up care that is support- 
ive but allows those able to remain in the community to 
do so. It IS important that VA continue to address the 
problems specific to each veteran’s substance abuse. 
This type of disorder is often the manifestation of other 
problems and conditions, many of which may have a 
basis in the veteran s military service. 

The federal sector, in general, should do far more 
to coordinate its efforts in both studying and treating 
substance abuse. Agencies that deal with the 
problem — for example, the Department of Veterans 
Affairs, the Office of National Drug Control Policy, 
the National Institute on Drug Abus< and the Center 
for Substance Abuse Treatment- -ail work toward 
ireatmeni of substance abuse, yet few ^int research 
and treatment projects or policy statements exist. 
Because VA's substance abuse and other bio-psycho- 
social programs offer a continuum of integrated ser- 
vices to a limited number of veterans who are eligible 
for care. VA offers an ideal setting for research into the 
efficacy of various types of substance abuse ircaimcni. 
VA also has a greater need for the additional funding 
that other federal programs could provide because sub- 
stance abuse is more prevalent among veterans than 
other Amencans. Also, as one of the few federal enti- 
ties providing direct health care, the VA medical care 
system is a “natural" for federally coordinated treat- 
ment and research projects 

Recommendations 

* Hnhance substance abuse programs for veterans, 
whenever possible in their communities. 

• Pursue opportunities to enter into research and 
treatment projects with other federal programs that 
fund such projects. 


Cost 

$10 million, included in funding recommendation 
for homeless and long-term psychiatric programs. 

VETERANS' l^«USTRIES 

VA has developed an innovative program to pro- 
vide care, training and rehabilitation services for vet- 
erans with substance abuse problems or psychiainc. 
neuroiogical. or physical disabilities. These veterans' 
industries programs have successfully treated home- 
less veterans' special needs. 

Veterans' indusines emphasize a work-oriented 
approach as a means to facilitate psychosocial rehabil- 
itation. Different structures and activities accommo- 
date the varying abilities and skills of individual 
veterans involved in (he programs. The common 
denominator for all veterans' rehabilitation is some 
form of work or cntcfprtse. The intensity varies, from 
programs for those receiving training in comprehen- 
sive living skills, to activities for those seeking 
enhancement of their work skills. 

Substance abusers represent many veterans’ indus- 
tries program users. These veterans enter therapeutic 
residencies that provide substance abuse aftercare, 
transitional housing, compensated work therapy, voca- 
tional counseling and job placement. The North 
Chicago VA Medical Center operaies a new. compen- 
sated work therapy model called PREP(shori for Pnde 
Residential Employmeni Program). The program pro- 
vides a unique approach to treatment for veterans with 
substance abuse problems and serves as the next step 
following an inpatient treatment program usually last- 
ing from 21 to 28 days Four-year pilot programs are 
also in place at 13 other VA medical centers. The 
PREP program, which lasts up to nine months, allows 
(he veteran to make the transition back into the com- 
munity as a productive member of it. 

These types of programs have had high success 
rates and should be further supported. Because of 
low staffing requirements and contractual arrange- 
ments with privaie enterprise and other federal gov- 
ernment agencies, veterans' industries offer 
veterans valuable therapy at minimal cost. Con- 
gress should be congratulated for its efforts to 
enhance veterans' access to veterans' indusines 
programs by authorizing VA to provide (his therapy 
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as a nonprofit venture with priva(e*seclor providers 
and employers. 

The IBVSOs strongly support these effective and 
resourceful programs that assist veterans with consid- 
erable hurdles to face. VA must continue to coordinate 
Its programs with private, nonprofii organizations and 
the Department of Housing and Urban Development 
(HUD), and should especufi) focus on establishing 
housing sites for these programs 

Recommendulion 

Coordinate efforts with HUD and other agencies 
to house veterans in 75 new community residences. 

Cvst 

SIO million, included in the Homeless Program 
initiative. 

POST-TRAUMATIC STRESS DISORDER 

The medical and veterans communttics continue 
to recognize the importance of posi-iraumaiic stress 
disorder (PTSD) as a manifestalton of an individual's 
psychological response to war and other violent 
events. In post-traumatic stress disorder, a condition 
that affects ntany veterans, an intense event (or senes 
of events) in the past, such as military combat or 
involvement in other highly stressful events, interferes 
with normal living in the present. 

The number of war veterans suffering from PTSD 
is difficult to gauge. Some csiimaie that PTSD affects 
as many as 450.000 veterans. An additional .^50.000 
exhibit significant war-related PTSD sympiomology. 
VA is the primary care provider for veterans suffering 
from PTSD. In fiscal year 1992. prolonged PTSD was 
the fifth most frequent pnmary diagnosis in VA hospi- 
tals nationwide. VA has led the way in PTSD treat- 
meni and research, and specialized PTSD treatment 
programs and clinical teams arc UKated at VA facilities 
throughout the country. Veterans receive PTSD treat- 
ment in VA medical centers and mental health clinics 
and from a network of 202 veterans' outreach centers 
that provide counseling (u veterans and their families 
for various readjustment problems. VA\ National 
Center for PTSD has conducted research that has 
helped guide evaluation and ireaimeni efforts as well. 
VA's multisitc National Center, established in 1989. is 
a collaborative effort based at five VA hospitals. 


VA’s three major PTSD programs arc iLs 23 spe- 
cialized inpatient PTSD units (SIPUs). 202 vet centers, 
and 74 PTSD clinical teams (PCTs). Other support 
programs provide short-term inpatient treaimenl and 
aftercare or addrevs such PTSD-related issues as alco- 
hol and drug abuse and homelessness. VA mental 
health clinics and psychiatric wards also treat veterans 
suffering from PTSD, especially where no other PTSD 
programs exist. 

In fiscal year 1994. VA*s PTSD clinical treatment 
teams had 24.T5I4 visits to their 74 programs. They 
estimate that, with the addition of eight proposed 
teams, the number of visits will increase to 26.3.5 14 in 
fiNcal year 1995 In fiscal year 1994. 2.552 addition- 
al patients were treated at the 23 specialized inpatient 
PTSD units, and 2,776 patients were seen in evaluation 
and hnef treatment centers. 

Despite these admirable efforts, more remains 
to be done. A September 15. 1993. hearing of the 
House Veterans' Affairs Subcommittee on Oversight 
and Investigations revealed that VA has treated only 
10 percent of veterans suffering from PTSD. This 
clearly highlights the need to expand VA s PTSD 
programs, especially the PCTs that are responsible 
for initial as.sessmeni and evaluation of veterans. 
VA officials indicate that this is particularly critical 
as veterans enter their 50s— these years offer the 
Iasi opportunity to change destructive health pat- 
terns. such as alcoholism or drug abuse, and high 
stress, which may be associated with PTSD. Treat- 
ing such disorders would likely prevent related 
health di.sorder$ in the near future. To accomplish 
this goal. VA should establish a PTSD treatment 
capability at every VA medical center with a mental 
health capability. 

The IBVSOs commend Congress for recognizing 
this serious problem and hope to be able to acknowl- 
edge ils continued support and expansion of these pro- 
grams in the future. 

ReamimtnJaiion s 

• Continue to target eligible veterans and address 

their specific PTSD treatment needs with the types 

c>f programs shown in Table 16 

* Establish PCTs in ten additional VA medical centers . 
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• Enhance treatmenl resources at existing facilities. 
Cost 

$3 million 
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Programs for 

Veterans* Specialized Care Needs 

FEMALE VETERANS' HEALTH INITiATiVES 

According to current estimates. 1 .2 million female 
veterans make up 4 percent of the veteran population 
and 2 percent of hospitalized veterans nationwide. By 
the year 2040. it is projected that 10.9 percent of all 
veterans will be women. The growing number of 
female veterans who will seek care at VA facilities pre- 
sents VA with the challenge of meeting female 
patients’ needs in a health care system historically ori- 
ented toward men. Female veterans and their 
providers need to be especially vigilant about women’s 
health, because female veterans suffer from the same 
increased incidence of disease as male veterans. The 
1985 Survey of Women Veterans found that female 
veterans have a 9 percent lifetime prevalence rate of 
cancer, nearly twice the rate reported for American 
women in general. 

Like their male counterparts, female veterans 
entitled to mandatory care are those with an illness 
related to their military service or are lower-income 
veterans. VA directives require that each female 


inpatient receive a complete physical examination 95 
upon admission, including breast and pelvic examt- || 
nations. Pap smears are provided on a regular basis. 

When a VA facility lacks sufficient demand to main- 
tain these specialized services on the premises, eligi- 
ble female veterans’ needs are supposed to be met 
through referral to sharing partners or by VA’s pur- 
chase of the services locally.*^ 

However, the VA's Inspector General (IG) recently 
investigated women’s health care centers at VA facili- 
ties and found some services deficient. For example, of 
the 166 facilities surveyed, 75 offered no on-site 
women’s health care clinics. Of eight such facilities the 
IG visited, two opened their women’s health clinics 
every other week for four hours, five facilities offered 
gynecological care on a contract basis, and only two 
facilities had rape kits and obstetrical kits available.*^ 

This lack of resources specifically designed for female 
patients' special needs creates a real barrier to high- 
quality health care for these veterans. 

The U.S. General Accounting Office (GAO) has 
found that physical examinations, including cancer 
screening for female veterans, continue to be sporadic. 

This lack of continuity in women’s services leads to 
insufficient preventive and primary care. VA must be 
particularly sensitive to the needs of female veterans 
and expand its gender-specific preventive services, 
such as mammography screenings. Ji must make every 
effort to ensure that all veterans, but especially this 
often neglected group, receive timely, comprehensive 
health care services. To accomplish these goals, VA 
should be appropriately funded and should increase 
staffing levels for preventive services, ft also needs 
funds to purchase screening equipment. VA medical 
centers cannot provide adequate preventive care with- 
out the necessary medical equipment designed for 
such services. 

The GAO report identified some other weaknesses 
in VA’s services for female veterans. For example, they 
found that VA medical centers do not adequately mon- 
itor their in-house mammography programs to ensure 
compliance with quality standards. Also, VA medical 
centers have inadequate procedures to ensure that 


'^Depanment of Veterans Affairs. “VA Hcahh-Care Programs for Women Vclerans.'’ VA Fact Sheet. Washington. DC: 1993. 
'^Represenlalive Pai Schroeder. Testimony before the House Veterans Subcommilice on Oversighl and Invesiigalions. Washington. 
DC. June 23. 1993. 
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96 female patients have privacy and to correct problerm 
^ with orivacy limitations during facility renovations. 

To address some of these deficiencies, in June. 
1993. VHA launched a series of health care initiatives 
for female veterans, which included designating four 
comprehensive women's health care centers and four 
PTSD treatment teams, and hiring counselors in 69 
locations to treat the aftereffects of sexual harassment 
and assault. E^h women's comprehensive health care 
center will serve as a resource, providing a full range 
of services for female veterans in a specific geograph- 
ic area, and each center will support a specified group 
of VA facilities. Each center will also dertxinsiraie a 
pilot program for duplication throughout VA. Also, the 
Lillie Rock, Arkansas. VA medical center has opened 
a breast cancer screening center equipped with a mam- 
mography unit and computerised biopsy instrumenta- 
tion. Authorized by the Women Veieram Health 
programs Act of 1992. $7.5 million was appropriated 
in FY 1993 for these and other expanded services for 
a growing population of female veterans.’^ 

VA has established a new division within the 
National Center for Post-Traumatic Stress Disorder 
devoted to studying the impact of military service 
trauma on women The Women's Health Science 
Division is the first of its kind in the country. The 
division will exclusively examine the effects of 
PTSD. including problems caused by sexual harass- 
ment and sexual assault, on female veterans' mental 
health and physical well-being. VA and Congress 
should recognize and duplicate these innovative pro- 
grams. aimed at providing appropriate, high-quality, 
gender- specific care for these veterans. These initia- 
tives will help address problems related to female 
veterans' access to health care. In addition, the 
women veteran.s coordinators program, which assigns 
an individual to organize women's services within a 
center, is being expanded. TTiere are now 21 full- 
time coordinators, and VA plans to increase that num- 
ber to 61 m fiscal year I99S 

The IBVSOs arc also pleased to see that one of 
Secretary Brown's first actions in office was to estab- 
lish the goal of "zero tolerance" for sexual harassment 
within VA. The fiscal year 1994 Independent Budget 

'*Drp«rtfneni of Veterans Arrair». VAngttani. March/ApriMW3. 


had recommended that VA improve its employee 
grievance process for sexual harassment. Secretary 
Brown has met the IBVSOs' goal and decentralized 
the processing of discrimination complaints. Sexual 
harassmeni complaints are now reviewed simultane- 
ously at ihe field facility and miermcdiaie director 
level. VA headquarters will also review sexual harass- 
ment complaints. 

These efforts will gain increasing importance as 
the number of female veterans continues to nse. 
These veterans deserve to have their health care needs 
met in the most appropriate manner possible, and the 
Independent Budget urges that VA take all steps to 
ensure that this happens. 

Recommendations: 

• Continue implementing recommendations of the 
VA Advisory Committee on Women Veterans. 

• Continue to provide counseling to women veterans 
who have cxpenenccd sexuai abuse while on 
active duty. 

• Authorize funding for 50 new, dedicated FTEEs 
for the women veterans coordinators programs. 

Cost 

Funding for 50 new dedicated full-time women 
veterans coordinators at VA medical centers, includ- 
ed in the outpatient workload increase initiative. 

programs for gulf war veterans 

Thousands of veterans who served in the Persian 
Gulf War are suffering from baffling symptoms and 
ailments. Speculation on the cause of these ailments 
has at one time or another focused on exposure to 
smoke from oil fire; desert parasites, unusual 
responses to vaccines; exposure to pesticides; fuels 
and other organic chemical substances, and some 
form of biological or chemical warfare agent The 
volume, severity and intensity of these complaints 
have led VA to act. 

Congress aulhonzed a Persian Gulf Registry in 
1992 to track the health of Gulf War veterans. The 
Registry has currently enrolled and examined more 
than 34.000 veterans. Secretary Brown also estab- 
lished the lb-member Persian Gulf Veterans Coordi- 
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nating Board to cocmlinate VA research activities with 
other agencies exploring Gulf-related illnesses. A VA 
Expert Scientific Committee has convened to examine 
the possible health effects of military service in (he 
Persian Gulf War. including multiple chemical sensi- 
tivity. chronic fatigue syndrome and post-traumatic 
stress disorder. VA's medical centers in Washington. 
DC, Houston. Texas, and West Los Angeles. Califor- 
nia. now serve as referral centers for Gulf War veterans 
with undiagnosed disorders. 

VA continues to collabordie with the Department of 
Defense, the National Academy of Sciences and the 
National Institutes of Health to review scientific, medical 
and other consequences of Persian Gulf service. VA 
researchers will undertake two major epidemiological 
studies to investigate the health effects of serving in the 
Persian Gulf War. One study compares symptoms and 
medical conditions of 1 5.000 Gulf War veterans to those 
of 15,000 veterans who wetr in the military at that time 
but did not serve in the Gulf conflict. This study will help 
determine whether anything sets Gulf veterans apart A 
second study seeks differences in cause-specific death 
rates between Gulf War veterans and veterans who did 
not serve in the Persian Gulf Congress has recently 
authorised VA to inmate a study to evaluate the health sta- 
tus of Gulf War veterans' spouses and childmn. 

VA now compensates Persian Gulf War veterans 
who suffer from a chronic disability resulting from an 
undiagnosed illness that became manifest during or 
within two years of Gulf service. VA also tracked 
compensation claims of veterans who attribute prob- 
lems to environmental exposures, such as oil well fires. 
VA has recently established environmental ha^^ds 
centers in Boston. Massachusetts. East Orange. New 
Jersey, and Portland. Oregon, to conduct basic and 
clinical research on Persian Gulf-related illnesses. 
Congress extended special aulhonty allowing VA to 
treat Persian Gulf War veterans for conditions that 
environmental hazards apparently caused. VA reim- 
burses these veterans for any copayments they have 
made to VA for care that might have been necessary as 
a result of their exposure. Priority treatment is only 
authorized, however, until December 1995. 

The Independent Budget urges Congress to pass a 
comprehensive measure that would provide a long- 
term authorization for Persian Gulf-related illnesses. 


The IBVSOs also encourage continued outreach to 97 
Persian Gulf War veterans. We commend VA for the g 
surveillance and treatment efTons it has already under- 
taken and hope to see these programs extended 

Recommendations 

• Extend authorization for VA coverage of Persian 
Gulf-related illnesses in veterans. 

• Continue investigations into Gulf War veterans' 
unexplained ailments. 

• Continue outreach efToris lo provide services lo 
Gulf War veterans. 


DISABLED VETERANS' PROGRAMS 

One of VA's strengths is its ability lo provide spe- 
cialized services for veterans who have suffered dis- 
abling injunes. These programs, such as spinal cord 
dysfunction medicine, blind rehabilitation services, 
prosthetics and orthotics, amputee clinic teams and 
Preservation Amputee Care and Treatment (PACT) 
programs, and post-traumatic stress disorder treat- 
ment. are without peer in ihc private sector. In cases 
where excess capacity exists in these specialized pro- 
grams. the IBVSOs encourage VA lo participate in 
sharing agreements with DOD. academic affiliates and 
other providers. Such agreements allow VA to demon- 
strate its expertise while granting high-quality care to 
disabled individuals who would otherwise not have 
access to VA's specialized care services. 

As comprehensive reform of the nalion*s health 
care system unfolds. VA ha.s an obligation to contin- 
ue ils mission to provide care for veterans with dis- 
abilities. It IS unlikely that even a reformed national 
system with a comprehensive benefits package 
would completely meet the disabled population's 
specialized needs, and VA must maintain veterans' 
access to this care. 

Prosthclics Users’ Programs 
Programs that provide care for prosthetics users 
are examples of the specialized, high-quality services 
VA provides for veterans with disabilities. Recently, 
prosthetics and sensory aids services have significant- 


Cosi 

No additional funding recommended. 
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98 ly improved through impkmcniatmn of VA's prosthcl' 
^ ics improvement implementation plan. Centrally 
monitoring the use of funding designated for pros- 
thetics has also enabled prosthetics services to pro- 
vide devices without the long delays that were 
common in recent years. VA has centralized funding 
for the purchase of pmsihctic appliances and now 
reviews it quarterly. 

VA has established new prosthetic and sensory 
aids service program.s at 52 sites in an effort to extend 
the availability of these services. It has conducted pro- 
gram site visits at 184 facilities. These visits are used 
to develop specific recommendations for each site 
about methods to improve service delivery. 

Additionally. VA has standardized the process 
used to report delays in orders, to permit more accurate 
monitoring of service. Delays and wailing limes 
remain a problem in the prosthetics service. The con- 
tract officer certincation program, designed to allow 
direct purchasing by prosthetic program staff, focuses 
on reducing these delays and has already reduced 
order processing time by 57 percent. VA medical cen- 
ters should support the effons of this program to offer 
timely service to veterans. 

VA must continue to improve its ordering process, 
to reduce wailing limes. Increasing the number of 
onhoiic labs will help prosthetic services meet the 
high demand for these services. By increasing this 
capacity. VA can more effectively and quickly provide 
services and aids for disabled veterans who require 
these devices. 

The IBVSOs arc pleased that the prosthetics ser- 
vice has implemented a prosthetic patient satisfaction 
program to judge VA's performance in pros(heiic.s and 
sensory aids. The patient feedback gained through 
these surveys allows VA to manage its own achiex e- 
ments and weaknesses 

Recommenduiions 

• fully implement the prosthetics improvement 
implementation plan, particularly those elements 
that expedite purchasing. 

• Fund additional FTHEs to staff continuing and 
additional programs. 


• Continue to centrally monitor the prosthetics bud- 
get and operate it as a cemrali/cd account. 

• Establish new orthoiic labs to extend veterans’ 
access to these services. 

Cost 

$7.7 millinn 

Programs for Veterans 
with Spinal Cord Dysfunction 
Spinal cord injury (SCI) is a catastrophic illnevs 
that requires not only inultispecialty medical core, hut 
significani social and economic resources as well. For 
more than four decades, VA has been at the vanguard 
of providing life-savmg and life-sustaining treaimem 
to people with spinal cord injuries. VA creaied SCI 
treatment centers following World Wnr II. 

VA’s reputation for high-quality SCI services is 
now in jeopardy. The past 10 years have seen pro 
gressive erosion of VA health care services in general 
and a lessening of VHA’s commitment to spinal cord 
injury programs in particular. SCI s'enicrs are caught 
HI that same dcienorating spiral of annual budget 
shortfalls that erodes the entire VA health tare system. 
Their rejuvcnaiton depends, m purl, on increased fund- 
ing Only adequate incentive pay will aliraci and hold 
SCI-qualificd physicians and nurses. 

VA has developed ambulatory SCI programs for 
supportive treatment of patients in satellite clinics. The 
IBVSOs strongly recommend that VA continue to 
organize these outpatient fucililies under the chiefs of 
regional SCI referral centers VA SCI centers should 
train and supervi.se satellite clinics' professional staff 
and monitor SCI patient care m the VA SCI outpatient 
clinics and wherever SCI patients receive it. In-vcrvicc 
SCI (raining for clinic personnel is necessary for the 
successful devctopmeni of satellite SCI programs. 

In fiscal year 1994. 7.608 veterans were ireaied in 
VA’s 1.2.12 dedicated spinal cord injury beds Many 
veterans with spinal cord injuries receive care at VA 
hospitals without SCI centers. At a minimum. VA 
must train personnel in hospitals without SCI centers 
to care for paralyzed patients' special needs. VIIA 
should continuously rotate trainees through its SCI 
centers, to expand its cadre of SCl-qualined physi- 
cians. nurses and therapists. VHA should provide spe- 
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cia) pay io nurses and iherapisis who successfully 
complcic these training programs. 

VA recently implemented a new policy to create 
SCI primary care teams at each VA medical center that 
does not have a spinal cord injury unit. These teams 
will enable SCI veterans to contact an identified pro- 
fessional who will provide coordination and continuity 
of care. Team members should include a physician, a 
nurse, and a social worker, all familiar with spinal cord 
injured veterans’ special needs. The IBVSOs 
applaud these types of programs that enhance the 
training of medical personnel in the special needs of 
veterans with spinal :ord injuries. 

Veterans who become paralyzed through disease 
rather than injury should also have access to SCI cen- 
ters. These veterans require care for the types of sec- 
ondary complications that affect spinal cord injured 
veterans, such as urinary tract infections and decubitus 
ulcers. The resources, personnel and training required 
for treatment of these conditions are similar to those 
needed for treatment of spinal cord injured patients. 

Progress in the ongoing care of people with 
spinal cord injuries and diseases has increased their 
life expectancies to nearly normal. As a result, 
studies in geriatric SCI care are needed. VHA 
should designate a geriatric research, education, 
and clinical center IGRECC) to focus on the needs 
of older paralyzed people 

The IBVSOs also recommend that Congress sup- 
port (he Independent Living Fund more fully. This pro- 
gram funds VA SCI programs that allow veterans with 
spinal cord dysfunction to pankripatc as a group in 
other community recreational programs. Activities like 
these facilitate newly injured veterans' rehabilitation 
and rcacclimation to the community. These individuals 
need the opportunity to socialize with other veterans 
with disabilities and interact outside the hospital. 

Recommendalum 

• Expand SCI training jMograms and provide special 

incentives for SCI-qualified nurses and therapists. 

■ Designate an SCI GRECC. 

• Establish a new SCI clinic. 

• Fully fund the Independent Living Fund. 


Cosi 99 

Additional S5I)0,000: funding for the SCI ^ 
GRECC included in extended care initiative. 

Blinded Veterans’ Programs 

VA has pioneered comprehensive residential blind 
rehabilitation, establishing a tradition of excellence 
that has served as a model worldwide. Because the 
incidence of blindness increases dramatically with 
age. VA must re-examine blindness and its potential 
cfTecls on veterans' lives as the veteran population con- 
tinues to age. A conservative estimate of the current 
blind veteran population is approximately 9.^.000. By 
2005. that number will reach 1.^7.000. Among chronic 
disabilities of the aged, blindness is the third leading 
cause of dependency. VA must adequately support pro- 
grams for blinded veterans to prevent these veterans 
from unnecessary and costly institutionalization. 

Until recently, resource withdrawals compromised 
VA's reputation for high-quality treatment and rehabil- 
itation for blindness. The centralized monitoring 
mechanisms VA has implemented fur prosthetic ser- 
vices have helped VA restore the integrity of those pro- 
grams and. in turn, for blind rehabilitation services. 

Still, the aging vcieran population has created a 
backlog of applicants for admission to rehabilitation 
programs. VA's nine blind rehabilitation programs, 
six blind rehabilitation centers and three blind reha- 
bilitation clinics treated 1.136 veterans in fiscal year 
1994, The average systemwide waning lime for these 
programs ranges from 10 months to a year. VA has set 
a goal to reduce these waits to 120 days and plans to 
aciivaie one additional program in Tucson. Arizona, in 
fiscal year 1995. in an attempt to reach this objective. 

The need for services will be far greater, however, 
than ihe additional capacity this facility creates. VA 
should add operating beds to its blind rehabilitation 
programs through the creation of programs at addi- 
tional facilities. 

To meet growing demand. VA must also expand 
outpatient care services to eligible blinded veterans 
VA pioneered the visual impairment services team 
(VISTl. an innovative and efTeciivc program. Of the 
98 VA medtcul centers that currently have these teams, 
only 90 hav-e a fuil-iime coordinator. A fully capable 


'^Angclii Slevcfi "SCI Medicine ** FunipfrKia Sr^^s. JwiuiifV I9WI: .X2-.X.V 
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100 VIST is !hc mosi effective means of identifying veier- 
^ ans who need blind rehabilitation training to live inde- 
pendently and avoid medical complications. The 
absence of independent living skills often results in 
greater dependence on VA. including acute hospital 
admission or nursing home placement. T\tc Independeni 
Budget recommends that each VA medical center with a 
VIST have a full-time coordirutor. 

VA should also use blind rchabililalion specialists 
in (he outpatient setting to serve those veterans who 
either cannot access, or do not need, the intensive 
treaimeni of the inpatient programs. These specialists 
could be particularly useful at medical centers thai do 
not operate dedicated blirtd rehabilitation programs. 
For some veterans, rehabilitation would be more effec- 
(ive if it were conducted in an outpatient setting that 
allows them to remain in the community. Outpatient 
specialists could also provide follow-up services to vet- 
erans who have completed their rehabilitation and have 
now returned home Outpatient specialists, when used 
effectively, could reduce veterans* lengths of stay in 
inpatient settings and. thus, shorten waiting times for 
admission. This type of outpatient care could imple- 
ment effective managed care techniques and provide a 
full continuum of care services to blinded veterans. 

While outpatient specialists offer VA a means to 
enhance care for blinded veterans, they need special 
cross-traintng and increased supervision to meet the 
full spectrum of veterans’ needs. Blind rehabilitation 
requires expertise in rehabiliiaiion teaching and in ori- 
entation and mobility. Both types of skills require dif- 
ferent certified (raining, although a few rehabilitation 
specialists have dual certification. Low-vision aids 
and devices represent another increasingly important 
area of expertise. Optimally, professionals who try to 
l^vide the full spectrum of services for their blind 
patients have some training in alt these areas. 

Blind rehabilitation is a special program in which 
VA has excelled beyond anything the private medical 
sector offers. And a blind rehabilitation program sim- 
ilar to that which VA provides is not likely to be 
included as a basic health benefil under any future 
reformation of the nation’s health care system. Con.se- 
quently. VA must plan to meet this need. 


Recommendations 

• Experiment with $5 million of funding earmarked 
in fiscal year 1995 to identify innovative and effec- 
tive programs for blind rehabilitation. 

• Add full-time VIST coordinators at (he eight 
remaining medical centers with teams that 
lack them. 

Con 

$500,000 for eight full-time VIST coordinators. 

Education and Training 
Education of health professionals is one of VA's 
four congressionally mandated missions. The VA 
medical care system is the nation's single largest med- 
ical profes-sional educator. Annually, the VA system 
trams more than 100.000 students, in affiliation with 
almost all of (he country’s medical schools, ail schools 
of dentistry and many nursing and allied health 
schools. While most of these graduates enter ihe pri- 
vate medical sector, many are recruited to VA staff. 

The independent Budget coauthors place great 
importance on the continued integrity of these affili- 
ations Each year, students in various health care 
disciplines rotate through more than 70.000 unfund- 
ed positions, and approximately 8.500 VA-funded 
medical resident positions are available for graduate 
medical education. During an average year. 35 per- 
cent of the nation's residents in training rotate 
through ihese billets. Conversely. VA medical cen- 
ters. particularly the large tertiary care facilities, 
depend heavily on resident physicians for patient 
care. Not only do these affiliations improve patient 
care, through the years they have also been VHA’s 
chief source of professiunal staff. 

THE MUTUAL BENEFITS OF VA/ACADEMIC 
AFFILIATIONS 

The mutual benefits to both affiliated partners 
have never meant more than they do today. Changes in 
health care delivery and the associated medical market 
dynamics challenge medical schools and their acade- 
mic hospital centers no ie.ss than changes that affect 
the VA health care system. To adapt to the new health 
care environment. VA and its medical school afftliates 
must channel some of their talent and resources into 
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developing primary and long-term care, as their 
private-sector counterparts are doing. Managed care is 
also now prevalent in the private sector — experts esti- 
mate that capitated managed-care ^ans will eventual- 
ly deliver at least 85 percent of health care in the 
United States. Academic medical centers and affiliat- 
ed VA medical facilities will both be enmeshed in (hat 
competitive market. 

Medical schools and their teaching hospitals are 
complex structures of tertiary care fragmented into 
high-cost academic departmental enclaves. Cost-com- 
pctilivc programs within these multidisciplinary 
"high-tech** centers can be difficult to achieve. Both 
structural and cultural problems must be overcome. 
Sensing that the future is going to belong to organiza- 
tions that control the largest number of primary care 
physiciaas. many schools and academic medicaJ cen- 
ters across the country are restructuiing to acquire pri- 
mary care services and form integrated delivery 
systems. Even if they network successfully, the true 
test is whether they can compete on price. 

Impeding academic medicine*s ability to enhance 
its primary care capability is a protracted erosion of 
traditional sources of academic revenue. Congress 
continues to reduce Medicare appropriations for grad- 
uate medical education, and many payers, including 
the government, are reducing providers* payment 
rates. The private sector and the government con- 
straining the growth of research budgets. Medical 
schools cannot correct the problems, since tuition 
income has reached maximum levels and state legisla- 
tures are pressed for funds. Added to this is the likely 
prospect of reduced revenue from faculty practice 
plans as academic centers are forced to compete in the 
private medical market. A consensus is undersund- 
ably building that academic medicine must have subsi- 
dized sources of support for education and research. 
In this environment, VA support for faculty salaries 
and resident stipends will be increasingly significant. 

PESiOENT TRAINING PROGRAMS 

Beyorxl 1995. graduate medical education (GME) 
could undergo significant alterations— changes that 
Will profoundly affect VA. Congressional proposals 
and others' recommendations have addressed both the 


allocation and number of residents necessary to pro- 
vide health care in the United States. One such pro- 
posal would limit the number of new residents. Some 
legislative proposals would also limit opportunities for 
specialty resident training, to create an equal ratio of 
primary care and specialty residents. The congres- 
sionally chartered Council on Graduate Medical Edu- 
cation and Physician Payment Review Commission 
each recommend that Congress direct federal Graduate 
Medical Education funds to those goals. 

VA is responding to these trends and to the increas- 
ing need for VA primary care physicians as its care 
delivery system implements managed care. In July 
1994, VA launched a multidisciplinary primary care 
training program (PRIME). The PRIME program pro- 
vides grants to VA medical centers to. support medical 
residents' and associated health professionals' training. 
Trainees work on interdisciplinary teams providing pri- 
mary care to VA patients. VA's PRIME program sup- 
ports primary care training for nurse praciitionen and 
physician assistants and for residents in internal medi- 
cine and family practice. Forty-nine VA medical centers 
received the first round of grants to train 250 medical 
residents and 450 associated health professionals. In 
July 1995, 20 additional VA medical centers will receive 
grants totaling $20 million to train 370 residents and 
600 associated health students. This innovative initia- 
tive has moved VA to the forefront of academically 
ba.sed primary cart training; currently. 40 percent of VA 
resident positions are in primary care specialties. 

Recommffuiation 

Provide grants to five more medical centers for 
PRIME training program in fiscal year 1996. 

Cost 

S5 million. 

RESIDENCIES AND FELLOWSHIPS IN 
HIGH-DEAWND SPECIALTIES 

VA continues to need certain physician specialists 
as well as generalists. It must enhance resident train- 
ing to meet its patient population's demonstrably high 
need for geriatrics, psychiatry, surgery (especially 
onhopedics and urology) and rehabilitation medicine 
It must also augment the fellowship training program, 
which funds training for VA's future leaders in critical 
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102 VA n^ical areas, including substance abuse treat- 
^ ment. post-traumatic stress disorder treaimenl. female 
veterans health, ambulatory care, sfnnal cord medicine 
and genatric neurology, psychiatry and dentistry. 

The demand for geriatric services and VHA's 
requirement for geriatricians will grow as the veteran 
population ages. Veterans' median age will peak dur- 
ing the late 1990s. when iwo-ihirds of all American 
men older than 65 will be veterans. VA's record and 
continued ability in providing graduate medical educa- 
tion in geriatric medicine are worthy of special note 
In response to a growing need within the system. VA 
initialed post-graduate fellowship training in geriatrics 
in the late t970s. independent of medical school affil- 
iations. Through such organi 2 ed effons, VA has since 
expanded both knowledge in gerontology and the pool 
of personnel trained to care for older patients. 

The output has also been an important resource for 
the larger heahh care community. As demand for 
training grew, many affiliated medical schools intro- 
duced geriatrics courses in their curricula and joined 
VA staffs to acquire board certification for the subspe- 
cialty of geriatric medicine. As a result, the private 
medical sector initiated residency programs, and VA 
converted its geriatric fellowships to residerKy pro- 
grams — an important source of physicians who pro- 
vide primary care to aging veterans. 

Just as VA began to lead the nation a decade ago in 
training health care professionals in geriatrics, VHA 
now leads the nation in innovative approaches to incor- 
porating high-quality ambulatory care education into 
medical residency training. Expanding VA's ability to 
provide education in areas such as ambulatory prima- 
ry care will allow it to respond to the growing need for 
generalist physicians, while fellowships in other disci- 
plines will help to satisfy the unique health care needs 
of veterans. 

Recommfndation 

Provide funds to support residents and fellows in 
high-demand specialties 

Cost 

$10 million. 


THE TUITION REIMBURSEMENT PROGRAM 

VA has successfully retained many registered 
nurses who attended school under this program, artd 
the program is a positive recruitment tool. It is limit- 
ed. however, to only nurses. VA must offer this type 
of program to other health professionals as well. We 
urge continued funding for at least 750 new partici- 
pants. including employees in other health professions. 
This will require SI. 5 million in funding. 

Recommendation 

Fund tuition reimbursement for nurses and expartd 
the program to other health professions employees. 

Cost 

SI.5 million 

SATELLITE TV PROGRAMMING 

VHA increasingly uses its television network to 
provide Held facilities with satellite television broad- 
casting on continuing education and management top- 
ics to approximately 50.000 employees annually. This 
live television programming uses a mix of in-house 
and contracted components. The IBVSOs supf)ort 
expansion of VHA's capacity to use satellite TV pro- 
gramming for the cost-effective and timely presenta- 
tion of clinical training and management messages. 

Rectmmendation 

Provide funding for expanded satellite television 
educational programming, requiring 15 FTEEs. 

Cost 

$2 million 

CAREER ElELD AND SERVICE CHIEF DEVELOPMENT 
Although VA needs continued funding to ensure 
ihe professional growth of senior administrative and 
clinical chiefs. Congress denied the Fiscal year 1992 
request for specific funding. We repeat, as a high pri- 
ority. a request of $10 million, which will provide 
20.000 units of training. 

Recommendation 

Provide 20.000 units of training for service chiefs. 
Cost 

$10 million. 
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AIDSREIATED TRAINING 

VHA must continuously train health professionals 
who work with AIDS-infected veterans This iraining 
gives caregivers the knowledge they need to manage 
this special class of pat>ems properly and avoid the nsk 
of contracting this fatal disease. 

Recommendahon 

Provide funding for AIDS-related training. 

Cost 

$3 million. 

Human Resources Development 

To remain an irnportam pan of the future health 
care delivery system. VA must change from an 
inpatient- focused medical system to an outpatient- 
focused health care system. Current dynamics in the 
health care industry diciate that such change in VA ori- 
entation must occur sooner than later. This requires a 
dramatic shift of program emphasis and consersions in 
the medical care mission of faciltties nationwide. VA's 
dedicated staff will have to shoulder much of the bur- 
den of shon-ierm transitions that will, it is hoped, 
make VA a faster, fnendlier and more flexible institu- 
tion in responding to its patients' needs. To achieve 
this goal. VA must try to recnjii more generalized 
physicians and midlevel professionals to supplement 
(hose already on staff. 

NURSES 

Nurses are a critical component of the VA clinical 
staff and account for almost 43 percent of its direct care 
workforce. Their services are invaluable to the system; 
VA has made commendable efforts in improving its 
nursing supply by adjusting pay scales and otherwise 
cnharKring benefits. While nurses still have concerns 
about salary compression and pay retention, they have 
won a large victory in the enactment of the Nunt Pa\ 
Act of 1990 and its subsequent amendments. 

Nurses — especially advanced practice nurses ore 
critical to enhancing primary care. Nurse practitioners 
are capable, under supervision, of delivering much pri- 
mary and preventive care, thereby supplementing 
physician services. Because of increasing demand, 
general practitioners will be scarce in the medical 
labor market in (he short tenn. It therefore makes eco- 


nomic sense for VA to recruit nurse practitioners to 103 
complement its general practitioner services. g 

Recommendations 

• Continue to monitor the implementation of 
amendments to the Nurse Pa\ Act and problem> in 
salary compression and pay retention. 

• Recruit nurse practitioners to supplement primary 
and preventive VA providers 

Cov/ 

None (VA needs authorization to increase staff 
ceiling; balancing services toward pnmary care may 
free some other staff positions). 

PHYSICIANS 

VA relies on several soua'cs for its physicians. 

First, it hires its own physicians. VA physicians, like 
nurses, have won better salaries and benefits in recent 
years. These achievements, plus opportunities for 
research and frequent interactions with academia, have 
given VA a more competilive recruitment tool. 

Second. VA enjoys support from academic affilia- 
tions. Medical sludenls. interns and residents receive 
(raining in VA medical centers. Since the 1940s. the 
VA/academic affiliates partnership has successfully 
provided academic affiliates education and research 
opportunities and hroughi to VA physicians-in-lrammg 
who provide inexpensive, high-quality services to sup- 
plemeni VA's physician workforce. 

Third. VA issues contracts with private-sector 
physicians. Providing medical malpractice insurance 
for these physicians while they arc practicing in VA is 
a major expense for VA. yei it ts rtcccssary to recruit 
successfully such specialty personnel as neurosur- 
geons. orthopedic surgeons, radiologists, anesthesiolo- 
gists and psychiatrists. Congress needs to extend to 
contract physicians, practicing in VA facilities, the 
same legal protection that VA physicians receive; this 
will enhance VA's ability to recruit contract providers 
Such protection will not leave veterans without a legal 
forum for ton claims. Benefits accrue to VA and the 
veteran patient. Extending this protection reduces the 
expensive tendency toward defensive medicine and 
can also save millions of dollars on the costs of mal- 
practice insurance VA must now pay for covering con- 
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tract physicians. With more successful contract 
arrangements, veterans can have more ready access to 
the services they need. 

VA must monitor closely its interactions with the 
academic affiliates to ensure that the partnership that 
has successfully existed for so long can continue. As 
VA converts missions and restructures facilities and 
services, it must continue to enjoy the suppon of its 
medical community. VA*s restructuring may involve 
recruitment of diHerent types of physicians. VA will 
certainly need more generalists as it becomes increas- 
ingly involved in primary and preventive care VA 
undoubtedly will need to offer retraining to certain 
physician specialists, whose expertise exceeds system 
needs and who are anxious to qualify as generalist 
physicians. Such training requires an average curricu- 
lum of one year. Ideally, VA could offer retraining as 
a physician recruitment tool. 

Recommendalions 

• Extend tort claim protection to VA-coniract physi- 
cians when treating VA patients. 

• Reprogram staff requirements to emphasize pri- 
mary and preventive care needs. 

• Offer generalist ''retraining" to specialists as a 
recruitment tod. 

Cost 

Primary care training for physician specialists 
included in education and training initiatives for 
PRIME program. 

DENTISTS 

Every dental schod in the United States is affiliat- 
ed with at least one VA medical center. Currently, sev- 
eral dental schools are pursuing consortia arrangemenLs 
with Va medical centers to give veterans access to ser- 
vices at a dental school clinic or university hospital that 
might not be available ttt a VA medical center. 

Demonstration projects would provide incentives 
to develop consortia — such as allocation of new resi- 
dency positions that VA artd a/filiaied dental schools 
would share. Such residency support would improve 
care and enhance opportunities for VA dental research. 
Such support is critical to training primary care den- 


tists — those with a generalized focus who can provide 
a broad array of services to veterans and function with- 
in the primary health care team. 

Rfcommendaiions 

* Continue to strengthen VA-dental school aHilia- 
lions and seek <^>ponuniiies for sharing resources 
and facilities with dental schools. 

* Provide 50 dental residency stipends. 

Cost 

$1.25 million for 50 dental residency stipends 

PHYSICIAN ASSISTANTS (PAS) 

VA is the nation's largest employer of physician 
assistants (PAs); it employs some 1 .000 of the nation's 
21,000. PAs are trained to provide much of the care 
physicians traditionally performed, including triage 
and diagnostic work. They may write certain prescrip- 
tions under a physician's supervision. They also pro- 
vide administrative support. VA utilizes PAs to 
comply with Accreditation Council for Graduate Med- 
ical Education (ACGME) standards. Generally. VA 
and other providers increa.singly view PAs, like nurses, 
as appropriate and cosi-effective aliemaiive care 
staffing to complement physician staff. 

Unfortunately, VA has neglected its physician 
assistant workforce. Congress enacted pay grades and 
certification criteria f<^ VA's physician assistants in 
1978. but has not amended them since. As competition 
few alternative care sources grows. VA's problems with 
PA recruitment and retention are increasingly evident. 
There has been a 16 percent turnover in the last two to 
three years, and the vacancy rate has climbed from 
between 2 and 3 percent to between 8 and 9 percent in 
the same period. 

Rfcommendation 

Take steps to ameliorate retention problems and to 
improve recruitment of physician assistants by imple- 
menting more acceptable pay. 

Coir 

Requires new legislation to amend PA pay grades. 
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Information Resources Management 

The IBVSOs' recuminendaiioiu regarding infor- 
madon resources management are based on an ipprc- 
cialion of the strength and flexibility of the 
information systems VHA has developed over the last 
decade. The decentrali/cd hospital computer program 
(DHCP) is firmly established as VA medical centers* 
information base. The DHCP's user-designed, modu- 
lar approach has enabled innovative staff throughout 
VA to install flexible, cost-effective information sys- 
tems. Ongoing development of new clinical modules 
and DHCP's extension via the Hybrid Open Systems 
Technology (HOST) to include off-the-shelf software 
provide a solid basis for continuous improvement. 

No technology is expanding a.s rapidly as informa- 
tion technology, and VHA must continually upgrade 
its systems to keep up with changes in medical prac- 
tice. health care delivery systems and health care 
financing. The emerging themes of the evolution of 
health care in the 1990s — telemedicine, video-imag- 
ing. managed care, outcomes measurements, cost-con- 
tainment and quality evaluation — will drive demand 
for information VHA can build on tb strong founda- 
tion in clinical information systems to develop the 
integrated, patient- based systems it needs to provide 
efficient, high-quality health care for veterans. 

VA needs new types of information support for 
preventive care and care in alternative settings. It also 
needs data-driven decision suppon processes, both in 
the clinical and management areas. Front-line health 
care professionals must have clinical decision suppon 
that is paiieni-specific and that includes information 
on preventive services, health care reminders (which 
flag individuals who periodically need certain types of 
care), therapeutic options and costs. 

VA must establish an information network that 
positions VA medical centers for success in the post- 
health-care-reform arena. This network must serve 
VHA's patient care, educational, research and DOD 
contingency missions by allowing appropriate shar- 
ing of patient record and multimedia information 
among VA medical centers, private care providers 
and billing institutions. This network must have a 
future growth path and serve current needs. VA man- 
agers cannot make informed treatment, quality and 


business practice decisions without an adequate |0S 
information network. g 

Currently. VHA spends about 3 percent of its bud- 
get on information, while the private sector typically 
spends 4 percent. Steady growth of the DHCP calls for 
more Information Resources Management (IRM) staff 
at the facility level. New information system functions 
will require more staff to maintain new programs, uain 
hospital suff. and install and maintain computing 
equipment. As medical centers add more clinical 
modules, uninterrupied IRM support becomes critical 
to round-the-clock patient care. Productivity at VA's 
information service centers (ISCs) has driven the 
DHCP's steady expansion. Facility directors must 
budget sufficient resources in their IRM depanmenis. 
to fully utilize available tools. 

As VHA reorganizes to give local network and 
facility directors more flexibility to adapt to local 
needs and opponunitics, it must centrally establish and 
monitor information collection and reporting standards 
to ensure veterans of consistent service nationwide 
VHA patients must be able to use all VA facilities with 
the certainty that their records are available and cur- 
rent. wherever they go. Yet with local flexibility goes 
local responsibility. State-of-the-art information sys- 
tems. therefore, are essential to the rc-fiKused corpo- 
rate culture that follows decentralization. 

In the short term, medical information resources 
management should focus on developing VHA's 
telecommunications infrastructure. Integrated service 
networks imply integrated information systems, which 
depend on telecommunication system.s to move data 
and information VHA cannot implement ihe Auto- 
mated Patient Record, an essential tool for efficient 
patient management in a managed-care network, with- 
out a high-capacity telecommunications network. To 
keep up with advances in medical computer applica- 
tions. all VA facilities need fiber optics cabling Most 
VA hospitals have installed fiber optics to provide the 
wider bandwidlhs necessary to support digital image 
transmission. VA should inslall this capability in all 
new construction and major renovations. 

Congress should support VA efforts to modernize 
ib basic. l5-ycar-otd technology, upgrade its net- 
working capability, and provide adequate support 


Independent Budget for Fiscal Year 1996 




282 


106 infrascruciurc ai VA medical centers. VA should 
^ invest in VA medical centers' infrastructure to [Hovide 
adequate IRM support that enables the Depanment to 
compete in the health care market. VA should 
upgrade networking capability at VA medical centers 
so that they can exchange patient data with other VA 
medical facilities and private care providers. VA 
should upgrade the basic technology at VA medical 
centers, to include workstations that implement deci- 
sion support tools. 

Recommendaiinn 

VA should invest in its medical system's informa- 
tion infrastructure, adding SI 00 million annually dur- 
ing fiscal years 1996 through 2000. 

Cost 

SlOO million in FY 1996. 

There is broad consensus on the goals for VHA 
information systems development. While progress 
depends on adequate funding, dollars are not the only 
resource necessary; people— skilled programmers and 
technicians — are a critical resource. In the Iasi year, 
VHA has been unable to take advantage of available 
private-sector funding for information systems devel- 
opment and support because of FTEE ceilings. VA 
cannot spend funds designated for special projects, 
whether funding comes from congressional appropria- 
tion. transfer from other govemmeni agencies, or cxni- 
tributions from veterans* service organizations, because 
it cannot hire and train qualified personnel quickly or 
terminate them when projects arc completed. Congress 
should authorize the establishment of a nonprofit foun 
dation. modeled on the nonprofit VA research merit 
foundations Congress established in the late 1980s. to 
provide a mechanism for applying non-appropriated 
funds to develop and market software. 

The research foundations, located at major VA 
medical centers, allracl and spend more than S40 mil- 
lion m non-appropriated funding to support VA 
research and collateral patient care operations. Like the 
VA research foundations, an "information services" 
foundation would be subject to the Inspector General’s 
review, annual audits. IRS regulations and applicable 
state laws. Such a foundation would give VHA infor- 


mation services managers flexibility to add additional 
manpower when funding for special projects becomes 
available and to release those people when the win^k is 
done. The foundations should also develop new appli- 
caiions for VA information systems and Congress 
should allow them to market these applications. 

Recommenda/ion 

Congress should authorize the establishment of a 
nonprofit VA information services foundation, to facil- 
itate the application of non-appropriated funding to VA 
information systems development and to market VA 
information system technology, thereby generating 
non-appropriated resources for VA information 
resources development. 

Pharmacy Initiatives 

In fiscal year 1994, VA spent more than $881 mil- 
lion on pburmaceulicals. VA's 229 pharmacies filled 
more than 62 million outpatient prescriptions for vet- 
erans: this represents a 9.5 percent increase over the 
fiscal year 1993 outpatient workload. VA mailed 
almost 60 percent (or 36 million) of these prescrip- 
tions— a 10 percent increase over the fiscal year 1993 
mail prescription workload. Many of the prescnptions 
mailed (more than 7 percent} contained more than a 
one-month supply. Counting these multi-month pre- 
scriptions. VA’s fiscal year 1994 workload actually 
increased 24 percent over fiscal year 1993 levels. 

V.^ has also completed implementation of the 
pharmaceutical unit dose distribution system, a long- 
iime IrtJrpendeni Budf^ei objective Unit dose disirih- 
uiion is now the practice standard for inpatient VA 
medical care. 

VA is also securing access to its pharmaceutical 
supply. Inventory control processc's using barcodes 
and dispensing accountability will manage access to 
controlled substances within pharmacies and patient 
care wards. In FY 1995. VHA will also begin to 
implement an inpatient automated inventory of con- 
trolled substances and documentation of medication 
administration with hand held radiofrequency devices 
that interface with the facility's computer system. 

A recent GAO report stated that VA could save a.s 
much as $34 million annually by reducing the number 
of mail service pharmacies and modernizing remaining 
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ones. VA is making some progress in implemenling 
improvements. Ii has selected six pilot sites to imple- 
ment the Consolidated Mail Outpatient Pharmacy; 
three of these sites have already begun operation. VA 
will evaluate productivity and quality improvements 
before it selects more sites. The Independent Budget 
supports VHA's plan to consolidate its pharmacies. 

Recommendations 

• Complete consolidation of VA mail service 

pharmacies. 

• Complete improvements in inventory control for 

controlled substances. 

Cost 

No additional funding recommended 

Equipment 

Funding to eliminate the equipment backlog is one 
of VA's most critical needs. VA currently estimates the 
backlog at about $870 million. VA has pledged to fund 
retirement of this backlog through a 10 percent annual 
reduction of the backlog VA estimates at the end of the 
year. Congress's inconsistent and inadequate "add- 
ons" to reduce the backlog, however, do not fully 
address VA needs. 

The Independent Budget addresses equipment 
funding in several places, reflecting VA's own budget- 
ing practices. Recommendations for the facility acti- 
vations account include funding for "new" capital 
equipment, for example. The IBVSOs. however, rec- 
ommend eliminating the equipment backlog through a 
funding initiative. Selling priorities for equipment 
purchases should reflect the health care environment's 
new orientation toward primary and preventive health 
care services and more collaborative service delivery. 
VA must critically assess high- tech, high-cost equip- 
ment needs to determine how they will improve VA 
health care. VA must balance these incentives for cre- 
ating a system less centered on tertiary care, with its 
need to be "slate of the an" to compete effectively. 
We suggest that VA re-evaluate its equipment purchase 
priorities, keeping in mind the emerging trends in the 
health care environment, and create a list for public 
scrutiny of the backlog and its cost. We continue to 
suggest an annual incrcmcni to retire the $870 million 
backlog within Five years. 


Recommendation 

Retire a newly established equipment backlog pn- 
oriiy list within the next five fiscal years. 

Cost 

Add $173.8 million annually in fiscal years 19% 
through 2000. 

Non-Recurring Maintenance 

The non-recurring maintenance and repair backlog 
still stands at approximately $800 million, according 
to VA. This backlog reduces VA hospital directors* 
ability to maintain their f^ysical plant. The inability 
to deal appropriately with infrastructure alienates VA 
users and potential users and jeopardizes patient safe- 
ty and quality of care. It also promotes a negative 
image of VA. Incidents such as broken elevators trap- 
ping patients and failure to meet JCAHO safety stan- 
dard.s are legend at VA medical centers, counteracting 
all the system's positive outcomes. The physical plant 
will eventually need repairs, modernization, beautifi- 
cation and amenities, irtcluding paint, wallpaper artd 
window treatments, comparable to private-seaor facil- 
ities. VA must maintain its plant or risk patients' safe- 
ly. staff morale and the system's image 

VHA plans to fund non-recurring maintenance for 
a 5 percent reduction in the backlog annually. The 
Independent Budget authors suggest an annual incre- 
ment to retire the $800 million backlog within five 
years. This amounts to $16) million annually during 
fiscal years 1996 through 2000. 

Recommendation 

Retire (he non-recurring maintenarvee backlog 
within (he next five fiscal years. 

Cost 

SI6I million annually in fiscal years 1996 
through 2000. 

Medical Care Cost Recovery 

In the nine years since the Medical Care Cost 
Recovery program's authorization, VA has significant- 
ly improved its third-party payment collections for 
treatment of ncm-service-relaied disorders in VA. This 
funding is substantial and growing. VA projects that, 
in fiscal year 1995, it will be able to collect $668 mil- 
lion. Slill, VA officials suggest that this funding 
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108 reflects only a portion (approximately 80 percent) of 
H the full coltcclion potential under current authority. 

The veterans* community continues to believe that 
this funding, collected from veterans for their care, 
should remain in VA. Congress must identify new 
sources of VA binding, since VA*s access to incrcas* 
ingly limited discretionary funds does not appear to be 
improving. Allowing VA to retain funding it is already 
authorized to collect encourages VA collection efforts. 
It also allows the VA medical care system to shift some 
costs of its care onto other payers. VA could redirect 
collections for non-scrvice-relaied care to provide 
unanticipated care for veterans without insurance. 
This mirrors a common private-sector practice that VA 
has not had the opportunity to exploit. 

VA has additional opportunities to enhance its 
sources of revenue, it treats many higher-income vet- 
erans who are eligible for Medicare. VA should be 
able to receive Medicare reimbursement for veterans 
in its lowest eligibility category, to cover the costs of 
their care. Medicare provides such reimbursement to 
private-sector providers if higher-income veterans 
choose to receive services there and VA can provide a 
fuller health service s^iectrum to veterans for less than 
Medicare would realize in (he private sectof. Congress 
should not view this funding as duplicative. siiKc VA 
is only funded to meet the needs of veterans in the 
highest eligibility categories. The Secretary must 
determine whether VA has the space and resources to 
treat higher-income veterans. VA is not currently 
authorized to collect Medicare funds, but the Indepen- 
dent Budget reasserts, as we have in past years, that 
Congress should grant VA this authority. 

Because VA now provides care to higher-incenne 
veterans on a space- and resources-avai table basis, 
many of these veterans are denied care. If these 
higher-income veterans could cover their care costs 
and VA could collect and retain their payments from 
any source — Medicare, third-party payers or copay- 
ments — rather than denying their care, veterans and 
VA would benefit. Veterans would have new-found 
access to needed care, and VA would enjoy a new 
funding source, which might buffer the system from 
funding shortfalls it experiences. 

In the same regard, opportunities could exist for 
VA to provide care to veteraiu' adult dependents. If 


Congress authorized treatment of dependents who 
have ihird-pany coverage (at the discretion of the local 
hospital administrator), VA could provide care to more 
patients at no additional federal cost. Veterans and 
(heir families would also enjoy the ccmvcnience of 
sharing the same care provider, which would increase 
veterans' loyally (o the system as the external health 
care community is offering competitive choices. 
Options for dependent coverage could he particularly 
attractive to veterans in rural areas where VA is the 
community’s sole provider. 

The IBVSOs arc not relieving Congress of the 
responsibility to appropriately fund VA medical care. 
Even in these fiscally austere times. Congress must 
give top priority to delivery of health care to veterans 
who have earned it through service to their country. 
Rather, facing the reality that discretionary funding is 
becoming increasingly limited, we are seizing oppor- 
tunities to treat more individuals at no additional cost 
to (he system. 

Treating veterans’ dependents also benefits the 
system. It makes VA more competitive in local mar- 
kets. because it allows families to use the same care 
provider. It diversifies VA*s patient mix, which bene- 
fits veterans by allowing clinicians to practice their 
skills and thus maintain program quality. It brings in 
appropriate workloads to justi^ VA programs, partic- 
ularly women’s health, that might otherwise be more 
cost-effectively provided on a contract basis. Granting 
VA new authorities to collect funds allows it to 
increase workload, competitiveness, quality, veteraas' 
access to care and revenues — a winning proposition 
for all involved. 

Becommendations 

• Authorize VA to retain all payments collected 
from veterans' insurers for the treaimenl of non- 
service-rclalcd disorders. 

• Authorize subvention of Medicare funds for high- 
er-income veterans. 

• Authorize VA to collect and retain all hinds from 
all external payers, including Medicare, private 
insurers and veterans' copayments, for treatment 
of higher-income veterans without appropriation 
offsets. 
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• Authorize VA to treat veterans’ 
dependents, at the dependent's 
expense and the discelion of the 
local hospital director and to the 
extent that veterans’ access to care 
is enhanced. 

• Authorize VA to collect and retain 
all funds from all externa) payers, 
including Medicare, private insur- 
ers and veterans’ copayments, for 
treatment of veterans’ dependents without appro- 
priation offsets. 

Cost 

Requires budget authority of $2.9 billion (please 
see Appendix A for details). 

Medical and Prosthetic Research 

Total research funding continued to plummet as a 
percentage of overall Medical Care dollars. Tlie Office 
of Management and Budget routinely rejected even 
moderate increases the Department proposed in annual 
budget negotiations. Research managers had to defend 
their programs against the lingering unfounded percep- 
tion that research is a ’’luxury” in a VA strapped for dol- 
lars. instead of being vital to maintain a high-quality 
health care system for veterans. 

In the FY 1994 appropriation. Congress attempted 
to ’’stem the tide” by raising funding by $20 million to 
$252 million. FY 1995 budget pressures, however, 
forced appropriators to straightline research funding 
once again at that same amount. The FY 1995 level 
was $76 million below the current services mark ($328 
million) that the Independent Budget set for that year. 
The Independent Budget research recommendations 
are based upon the recommendations of a blue ribbon 
commission appointed by President Ronald Reagan to 
determine clear goals for VA research and set parame- 
ters to achieve those goals. The commission recog- 
nized that VA research had been sorely underfunded. 
It recommended a sizeable increase in research fund- 
ing, to a base of $280 million for FY 1992. Tlie initial 
Reagan Administration Commission recommendation 
for that year was $53 million higher than the actual 


appropriation. Despite annual adjust- |09 
ments by the Congress each year, ^ 
appropriations have never been close, 
to the $280 million recommended by 
the Reagan Administration blue rib- 
bon commission. When the Indepen- 
dent Budget raised the commission’s 
initial recommendation each year to 
reflect increasing costs and inflation 
for FY 1993. FY 1994 and FY 1995, 
the gap has only widened. 



TASU1? 

Comparison of VX Budget And Blue Ribbon 
Research Commission Recommendations 

n«Bt Yeor 1992 

Recommendetion-Blue Ribbon Commission 
tLctuol Approptiotion 

Shortfall 

$280 million 
$227 million 
($53 million) 

fistvl Ymt 1993 

Independtnf Sinlgef Recommendotion 

Artuol Appiopriotiofl 

Shortfall 

$303 million 
$232 million 
($71 mtlliofl) 

Fhttf Ym 1994 

Independenf Ivdget Retommondotion 

Actuol Appropriotwn 

Shortfall 

$317 million 
$252 miUton 
($65 million} 

Ffstt4YMr199S 

Independent Budget Rerommendotion 

Actuol Appropriation 

Shortfall 

$328 million 
$252 million 
($76 million) 


Severe budget pressures on overall VA health care 
funding have taken their toll on research. Deteriorat- 
ing research budgets have shaken the research com- 
munity’s confidence in VA as a stable resource that 
combines clinical practice and high-quality investiga- 
tion. This demoralization has seriously undermined 
the two primary objectives of the re.search program: 
award-winning clinical research in VA’s 171 medical 
centers; and. its ability to attract and retain health care 
professionals of the highest calibre to care for the vet- 
eran patient. 
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The Program and Its Challenges 

VA research aciivUies are divided into three divi- 
sions: Medical Research, Rehabilitation Research 
and Development, and Health Services Research. 

Rehabilitation research and health services research 
are the smaller of the three entities and yet have 
received moderate increases over the past ten years. 

The major shortfalls have occurred in the Medical 
Research account, which forms the core of VA 
research operations. 

As shown in Chart 10 “Appropriated Funding FY 
1985-1995,” the ten-year trend based on FY 1985 con- 
stant dollars shows a net loss in total VA research pur- 
chasing power. The medical research account shows a 
minuscule 14 percent increase in 1995 dollars, but 
actually suffered a 29 percent loss after adjusting for 
innalion from 1985 constant dollar levels. The num- VA/DOD Cooperative Research Funding 

her of funded medical research programs fell by 20 -phis deterioration has occurred despite additional 
percent (from 1 ,948 to 1 ,577 programs) between 1990 appropnations up to $30 million per year to support 
to 1995 alone research through the Department of Defense 


.mtn,. 

V\ Research and Development 
Appropriations 1985-1994 


Dollars in Thousands 


1985 1990 199 $ 

$192,695 $213,652 $251,743 
$170,983 $182,734 $194,300 


1985*1995 
1995 %Omp 

751,743 31% 


XehobilitBtion 

Xeseflfch 

Dcvdopmefil {RR&D) $15,277 $21,664 $ 25,475 

Heolri} Services 
Reseorrh ond 

OevelopmenUHSRiD} S 6,435 $ 9,254 $31,968 


Medical Programs 





research and development account. Each year, the 
VA/DOD Cooperative Research program faces an 
uncertain political future. Initialed by Representative 
G.V. (Sonny) Montgomery (D-MS), the fund requires 
separate authorization and appropriation actions in the 
House and Senate and separate battles each following 
year to save it from being rescinded. The VA/DOD 
funding for FY could face its most serious chal- 
lenge yet from a Congress determined to cut overall 
spending yet raise defense spending at the san»e time 
Losing the VA/DOD account this way in 1996 would 
eliminate at least 130 research programs. 

The Value of VA Research 

Research is a major component of (he VA health 
care system. Opportunities to conduct research with 
direct clinical application in VA. the nation's largest 
federal health care provider, attract hundreds of the 
nation's most qualified physicians to (he system each 
year. Successful VA research grant applicants must 
commit themselves to serving five-eights to full lime 


in VA medical facilities, using their expertise and pro- 
fessional experience for the direct benefit of the veter- 
an patient. Of equal importance, award-winning VA 
clinical research gives veterans access to the most 
innovative technologies and treatments available today 
on (he most cost-effective basis imaginable. 

VA Research: Facing a Changing 
National Health Care System 
Despite the failure of sweeping national health 
care reforms in 1994. federal, slate and private health 
systems are scrambling to reinvent themselves. Pres- 
sures of skyrocketing health care costs and shrinking 
access arc forcing changes in health care delivery 
unheard of ten years ago. VA loo will have to reduce 
costs to compete effectively. But it should not do so at 
the expense of its primary missions. Specialized ser- 
vices, such as spinal cord injury medicine, advanced 
rehabilitation and pro.sthetics. are at (he core of VA's 
responsibility to meet veterans' unique needs. VA’s sub- 
stantial contribution to health professionals education 
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1 12 and its research base are also special- 
^ ized missions. They render the sys- 
tem a unique player, and not Just 
another competitor, in the nation’s 
health care enterprise. 

Serious erosion has already 
undermined research contributions to 
VA medicine (see Chart II). In 1981, 
the VA research appropriation was just 
over 2.2 percent of the total health care budget. 

In FY 1995 that percentage fell to 1,6 percent. By 
comparison, corresponding private sector medical sys- 
tems strive to allocate 5 percent of medical care costs to 
research to maintain a competitive standard. Yet, the 
call to manage care and restrain costs forces many 
health systems, including some health maintenance 
organizations, to discount research and medical educa- 
tion altogether. With the drive to decentralize and 
streamline its operations, Congress and VA should not 
succumb to the allure of ■‘bottom-line" inedictne. It 
should recognize that specialized missions such as 
research give VA a unique niche to advance the quality 
of its medicine and overall health care for veterans. 

Why Is VA Research Unique? 
Historically, VA research constitutes one of the 
Department’s most distinguished chapters. The contri- 
butions VA research has made to medical knowledge 
and the health and welfare of the American people 
have returned many times over the public’s original 
investment. Contrary to a common misperception, VA 
research does not duplicate the National institutes of 
Health mission product. On the other hand, a great 
deal of NIH research is conducted at VA. VA research 
is clinically based and derived directly from the veter- 
ans' health problems. While only 25 percent of NIH 
funded researchers are clinicians, more than 80 percent 
of VA researchers see VA patients daily. The other 20 
percent of the research force are generally Ph.D.’s who 
support direct patient care. 

VA RESEARCH ACCOMPLISHMENTS 

In over 50 years, VA research has won two Nobel 
Prizes, claimed victory over tuberculosis, and pio- 
neered transplant technology and nationally recog- 
nized breakthroughs in prosthetic technology. 


rehabilitation science and health 
systems innovation. Among other 
research accomplishments, VA is well 
known for having achieved the 
following: 

■ Development of the cardiac pace- 
maker and the nuclear-powered 
cardiac pacemaker; 

I Development of the CAT scan; 

■ Development of magnetic resonance imaging (MRI ); 

■ Development of radio-immune assay techniques 
(Nobel Prize); 

B Development of the nicotine patch; 

fl Discovery of carcinogenic viruses; 

B Development of the “smart" wheelchair, robotic 
limbs and the laser cane for the blind; 

B Discovery of peptides manufactured in the hypo- 
physis thai control body functions (Nobel Prize). 

SCOPE OF CURRENT RESEARCH 

VA award-winning research targets specific dis- 
eases and disabilities prevalent in the veteran popula- 
tion. Highlights of current scientific investigation 
include the following: 

Arthrilic Diseases 

VA treats more lhan 37.CKX) veterans each year 
for symptoms related to the musculoskeletal system. 
VA sponsors a wide variety of biomedical, health 
services and rehabilitation research to address such 
disorders. In total. 171 projects are funded with $6.9 
million, and another 189 investigators work on 
projects without funding. 

Cardiology 

In 1993. 118,391 veterans received treatment in 
VA medical centers for various forms of heart disease. 
More than 70 million Americans have cardiovascular 
diseases. In total. $39.4 million funds 955 VA investi- 
gators conducting cardiology studies, and another 
1,356 VA investigators are working on cardiology 
research projects without current funding. 
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Diabetes 

Diiibeles affects 13 million Americans and costs 
$23 billion annually. The most common form of dia- 
betes occurs in older adults. The population older than 
65 will grow from 31 million in 1995 to over 60 mil- 
lion by the year 2025, In total, $14 million funds 325 
VA investigators pursuing diabetes studies. Another 
294 VA investigators are working on diabetes-related 
research projects without current funding. 

Aging 

Research in aging is difficult to define, because 
aging IS not a disease but rather a stage of life. There 
are currently 7 million veterans aged 65 years or older. 
That number will swell to more than 9 million by the 
year 2000. The effects of aging are inherent in 
research on any disease group VA considers. More 
than 150 individual-investigator-initiated research 
projects on aging are currently underway by VA inves- 
tigators. in addition to VA's unique Geriatric Research. 
Education, and Clinical Centers (GRECCs). which are 
funded separately. 

Alcohol Abuse 

The cost to society of alcohol abuse is estimated to 
be above $100 billion annually. In total, 1,261 projects 
are funded with $21.7 million, and another 339 inves- 
tigators work on projects without funding. VA has also 
established three special centers to study problems 
related to alcohol abuse. 

The size and uniform management structure of the 
VA system present major opportunities for research to 
conduct broad-based clinical trials and cooperative 
studies, The unique nature of the system provides an 
exceptional health research platform to assist the 
nation in finding ways (o curb runaway health care 
costs and improve the quality of care. 

The Myth of Extramural Funding 

Opponents of adequate funding for VA research 
complain that increased research appropriations would 
strain already finite health program budgets. They the- 
orize that VA research does not actually suffer when 
the VA research line item stagnates or falls, pointing to 
the considerable e.xtramural funding VA research 
attracts from other federal agencies and private 


sources. Indeed, in FY 1992, VA researchers obtained 
$2.50 million from the National Institutes of Health, 
other federal agencies and the private sector. Extra- 
mural funding rose to $271 million in FY 1994. The 
VA Non-Profit Research Foundations should attract 
more than $40 million in private-sector funding to sup- 
port research in FY 1995. 

Those research dollars, however, would not have 
come to VA if researchers had not already been eligi- 
ble for and receiving VA research dollars and work at 
VA. Increases in extramural funding have barely kept 
pace with research inflation rates, while VA research 
opportunities continue to drop. Although NIH bud- 
gets have doubled over the past ten years, the percent- 
age of VA researchers conducting NlH-funded 
research in VA medical centers has declined since 
1991. Extramural funding can never compensate for 
the core VA funding needed to keep a VA research 
program alive. Shrinking VA opportunities encourage 
researchers with NIH funding to lake iheir research, 
their research dollars and the services they provide to 
veterans elsewhere. 

Challenges for the Future 
Recommendaiions 

Establish New "Blue Ribbon" Research Commis- 
sion: Upcoming major changes in VA management, 
structure and eligibility should require that VA conduct 
a new overview of all its research capabilities and mis- 
sions similar to the previous blue ribbon commission 
mandate. The national trends toward primary care, 
systems analysis, outcomes research and health care 
guideline development should provide VA exciting 
opportunitie.s to expand its significant contribution to 
health care in these and many other areas. A new com- 
mission should prescribe a mission for VA research 
that will complement the changing nature of VA health 
care, changing veterans needs and medical science’s 
changing expectations. Importantly, the new commis- 
sion, like its predecessor, must identify the resources 
needed to accomplish its recommendations. 

Until the new commission's recommendations are 
available, the Independent Budget recommends an 
incremental approach to FY 1996 funding to eliminate 
the current disparity between actual appropriations and 
the previous blue ribbon commission’s recommenda- 
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114 lions. As described above, FY 1995 funding, which 

^ was $252 million, was $76 million below the FY 

1994 inflation-adjusted blue ribbon commission rec- 
ommendation of $328 million. Based on our adjust- 
ment criteria from previous years, the FY 19% 
Independent Budget recommendation will rise to a 
cunent services level of $336.6 million. Even if that 
shortfall could be overcome in a one-year appropria- 
tion increase, VA would be hard-pressed to expend 
those additional dollars efficiently on currently avail- 
able quality research programs. 

The Independent Budget recommends that the FY 
1996 research budget level be achieved in three incre- 
ments. The first installment, which Congress should 
appropriate for FY 1996. should include an increase of 
$38.2 million, raising overall current services research 
funding to $290.2 million. The second and third 
installments, each $23.2 million, should raise total cur- 
rent services funding to $313,4 million in FY 1997 and 
to $336.6 million, the ultimate goal, in FY 1998. The 
three-year incremental increase approach should also 
allow the Secretary of Veterans Affairs and the Under 
Secretary for Health the time to appoint and receive 
the recommendations of the new commission on 
research. It would give VA time to gauge the new 
research advisory commission’s program analysis and 
recommendations on how VA research should best 
realign itself to satisfy the needs of a reorganized VA 
health care system^and, what that will cost. 

In addition, the Independent Budget recommends 
funding as follows for research initiatives as shown in 
Table 19 to address special needs within the veteran 
population. 


-jMjyjg 

Research Initiatives 
for Veterans' Special Needs 

Aging $5 milliofl 

Women's Iswes $4 miton 

Spmoi Cord $1 

PersnnGiiffSymkoim 

Iota! $20 m«toB 


With the $20 million for additional targeted 
research, the total Independent Budget recommenda- 
tion for FY 1996 is $310 million, $58 million higher 
than the FY 1995 level. 

Medical Research 

Opportunities to pursue medical research have 
never been greater, especially in molecular biomedi- 
cine. VA medical research has vast application to the 
full spectrum of contemporary basic science and clini- 
cal investigation. The Independent Budget recom- 
mends $234 million for FY 1996, an increase of $40 
million over the FY 1995 level. 

Rehabilitation Research 

Rehabilitation research applies advances in engi- 
neering, computer science and material technologies to 
create new devices and techniques that help severely 
injured or disabled veterans maintain their indepen- 
dence and mobility. The Independent Budget recom- 
mends $34.5 million for Rehabilitation Research in FY 
1996. a $9 million increase over FY 1995. 

Health Services Research 

Health services research is directed toward 
improving the VA health care delivery system’s effec- 
tiveness and efficiency. It includes outcomes research 
and the evaluation of patient management and health 
care delivery systems. Reorganization and realign- 
ment of the VA health care system in light of major 
resuuciuring in national, state and private health sys- 
tems will provide great opportunity for VA to maxi- 
mize its health services research capability. The 
primary goal for this research should be the develop- 
ment of practice guidelines, parameters and outcomes, 
to maximize efficiency and quality within a changing 
VA health care system. The Independent Budget rec- 
ommends $49 million for Health Services Research 
and Development in FY 1996. a $9 million increase 
over FY 1995 levels. 
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Medical amt Prosthetic Research 

Independent Bud0 Recomnu^ided ^jprofKiatkKi 


FY 1195 Cwriil S^¥tm l«¥«l 


inn9% 

Payroll ielelid Intr^ises 

RsHreawnt Pr^^ins 


AishkAesIm of Poy 

jsi,m 

Afisosrfisflfisfi of 1995 Fsileft^ tm^yea 

Heolfls leoefil fYograiB 

lO/JOO 


},m,m 

Meroi iMIi 1996 

Wihk grade Pay 1996 

256,000 

^5,000 


4,WI,000 

Yofil fa k Admved m 

3 immmH ^ FY 1996, 1997 oed 1998 

$33i,«02,m 

FY I99S CNtpassiwid 

$52,000,000 

FY 1996 Incmneafd F«5^ RKonuKMiedl 

38,200,000 

FY 1996 Sscaffitseaded Carreat krvkes Lev^ 

$200,200,000 

Soetkil iaih'afi^s 

20 , 0 (n,ooo 

FY 1996 Secomai^ded ftpomriaHM 

$310,200,000 

FY 1997 ReceiMMiided Cerreitt Serykes level 

$313,400,000 

FY 1998 Recomseaded Carreat Servkas level 

$336,600,000 


Medical Administration and 
Miscellaneous Operating 
Expenses (MAMOE) 

The Medical Administration and Miscellaneous 
Operating Expenses (MAMOE) appropriation sup- 
ports a current Central Office FTEE level of 804. This 
appropriation supports clinical and administrative ser- 
vices within VA Central Office (VACO). The largest 
of these is the recently reorganized Office of the Asso- 
ciate Chief Medical Director for Construction Man- 
agement. which is currently authorized an FTEE level 
of 249. Represented within MAMOE are all hospital- 
based services; ambulatory care services; environmen- 
tal medicine and public health services; rehabilitation 
and prosthetic services; nursing, medical research and 
education programs; and such administrative services 


as medical information resources, management sup- 
port and the medical care cost-recovery program. 
Within MAMOE are also legislative activities, public 
affairs, external relations, sharing and emergency pre- 
paredness planning. 

MAMOE’s wide-ranging functions cover the man- 
agement spectrum from policy development to opera- 
tional issues and oversight, including quality assurance 
and cr^deniialing. Thi§ diverse spectrum of activities 
and responsibilities has yielded both praise and criti- 
cism for those whose salaries this appropriation pays. 

The MAMOE appropriation has decreased dra- 
matically over the pasi decade, while, at the .same time. 
Congress has charged it with managing a broad array 
of new program initiatives. Between FY 1982 and FY 
1992, VHA staffing in Central Office declined from a 
high of 866 FTEEs to 53 1 FTEEs, for a reduction of 
almost 40 percent. During this same period, resources 
for such activities as travel for oversight purposes, 
training, education, contracts, consultants and equip- 
ment decreased. Yet. with the addition of a fourth 
major mission (lo provide contingency support lo the 
Department of Defense) and the addition of major 
programs in support of AIDS and the homeless, 
demands upon MAMOE have increased. VHA studies 
also identified 13 existing functional areas as having 
increased management and oversight needs. The pro- 
grams identified were blind rehabilitation, resource 
planning, the medical inspector, prosthetics, quality 
management, supervi.sion of house staff, 
credentialing and privileging, field operations, 
management evaluation, technology assessment, 
patient satisfaction and consumerism, sharing 
analysis and total quality management. 

The IBVSOs commend the Office of Construc- 
tion Management’s innovative leadership for its far- 
reaching and thorough analysis of the management 
and budgetary problems facing the Veterans Health 
Administration. This office’s reorganization is a 
major step toward achieving the customer focus and 
responsiveness a competitive health care system 
requires. Potential benefits of this reorganization are 
the creation of interdisciplinary teams that will com- 
prise a single contact for major construction projects, 
the establishment of a single manager for the Veter- 
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ans Benefits Administration and 
National Cemetery System major 
construction projects, the elimination 
of two levels of middle management, 

(he creation of a quality support 
office to ensure quality management 
and a renewed organization-wide 
commitment to customer service. 

The Office of Constructiot Man- 
agement serves VA's Central Office 
well as a model for streamlining processes and 
increasing operational efficiency. While certain 
areas within Central Office remain understaffed, 
some areas need to be more efficient, to allow the 
Under Secretary to redirect resources to areas of 
great need. For example. VA would profit from 
allowing functional areas to collaborate in creating 
policy to benefit veterans. Staff concerned with cre- 
ating policy for a specialized service, such as blind 
rehabilitation, might work together as a team rather 
than working through quality management, clinical 
affairs, administration and other programs that gen- 
erally monitor blind rehabilitation programs. This 
would also allow Central Office to eliminate 
duplicative areas and communicate better between 
functional areas of expertise. 

VAs leadership is currently reviewing several 
plans for decentralizing management and creating 
a real leadership role for VHA. The IBVSOs have 
reviewed many of the proposals and believe (hat 
many have merit. Over (he years, the IBVSOs 
have supported increased staffing for MAMOE. 
We still believe that the responsibilities MAMOE 
shoulders — which include managing a headquar- 
ters responsible for a $16 billion budget and more 
than 200,000 employees located in more than 400 
health care delivery sites — merit adequate staff 
and resources. This year, therefore, we recom- 
mend that Congress adjust funding for inflation 
and other uncontrollables and allow MAMOE’s 
staffing and resources to stay constant in the next 
fiscal year. During (his time, the Secretary and 
the new Under Secretary should continue to eval- 
uate proposals for decentralizing many MAMOE 
functions and redefining remaining roles from 
those of operations management to those of lead- 


ership. emphasizing policy formu- 
lation and strategic development. 

Our recommendation does not 
express any loss of faith in VACO, 
but rather supports our view that 
staff should refocus its talents and 
leadership abilities within a transi- 
tional time, in which leadership is 
evaluating major changes in VA's 
structure and management. The 
IBVSOs believe that VACO will have an even more 
critical role in a decentralized management plan 
for health care administration. Rather than con- 
centrating its efforts on detailed operations, staff 
will be able to lead the system and ensure that it 
meets the broad criteria set forth for successful 
operations. The IBVSOs foresee a strong, but 
altered, role for VA's Central Office Health Admin- 
istration staff in the future. 

Indeed. VACO's leadership will also be critical 
as VA prepares for its role in the emerging health 
care environment. VA must anticipate changes that 
will take place in the slates and private sector, 
rather than react to changes that have already 
occurred. This will require an in-depth knowledge 
of veterans' needs and continual re-evaluation of 
how the VA system should act in veterans' best 
interests. The Independent Budget has consistently 
supported adequate staffing in the MAMOE 
account and continues to do so. This reflects our 
attitude that change can be resource- and person- 
nel-intensive in the short term and VA must proper- 
ly manage it to ensure the desired outcomes of 
efficient management and high-quality patient care. 

We also anticipate that the VA health care sys- 
tem will undergo major changes as it moves from a 
predominantly hospital-based system to a managed- 
care system that emphasizes service delivery in an 
ambulatory setting. For these reasons, the IBVSOs 
support an FY 1996 funding level of $72.3 million 
and a FTEE level of 804, as Table 21 shows. We 
believe that this is the minimum level from which 
VA can manage and effect changes necessary to 
transform the system. 

The IBVSOs support VHA's operational reorgani- 
zation into veterans’ integrated service networks 
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(VISNs), in the hope that such a 
realignment will achieve the laudable 
goals of field empowerment, resource 
and management flexibility, service 
consolidation and patient care excel- 
lence. Such a change to the current 
system, however, will present man- 
agement and organizational chal- 
lenges to VACO that require an 
adequate staff and MAMOE budget. 


The IBVSOs believe thaf 
VACO will have an even 
more criHcol role in a 
decentralized management 
plan for heolth core 
administration. 


tionally responsive to the needs of not 
only those it manages but, more impor- 
tantly, of those veterans it serves. 
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TABU 2t 


Medial AdminisMion and Miscellaneous 
Operating Expenses (MAMOE) 

inde^xrKii'nt l^etonimaKled Apprq>rtaliw, 


!fYI«5 Current S«*kesU*el 

$49mO(H) 

j FY \m 


! hiyrolj Selotd liKreoses 


1 Ratirement hagrsms 

329,000 

AnRuo^iotion of 1995 Pay Rohe 

522,000 

Annualizotien of 1995 Federal Fmpfo^e HeoHfi 


Ssnefit Negroni 

24,000 

PoyiiuM 1994 

618,000 

Federal Fmjtloyee Heoltf) Benefit Program 1996 

58,(KJ0 

1 InHoHon 

979,000 

I FY 1996 Cwreat Sendees level 

$ 22 , 343,008 

i FY 1996 Recofflmmtieii Appnwietten 

$ 72 , 343,000 


Recommendations 

The IBVSOs support FY 1996 funding of $72.3 
million and an FTEE level of 804 to ensure that 
MAMOE can provide the policy, planning, operational 
guidance and oversight that effect VHA’s successful 
iransformadon in the uncertain health care environment. 

The Independent Budget recommends that VA 
review and implement portions of the recent work 
group recommendations that Deters. Thibault. Farsetia 
and others made regarding VACO’s appropnate role 
within VHA’s management structure. Significant 
changes in the health care environment burden VACO 
further in the short run and could force significant 
changes in its relationship to the field. It is important 
to the success of the veterans’ health care system that 
Central Office components be functionally and organiza- 


Education Loan 
Repayment Program 

Since the 96th Congress autho- 
rized it. the Health Professions Educa- 
tion Assistance Program (HPEAP) has offered grants 
covering tuition and monthly stipends lo nursing, 
occupational and physical therapy and nurse anesthe- 
sia students. In exchange, those who receive grams 
must offer VA “payback” employment for two years at 
a VA medical center with insufficient personnel. 
While HPEAP has served as a valuable recruitment 
and retention tool, it is somewhat difficult to adminis- 
ter, since VA must select, fund and monitor students 
throughout their academic careers. VA has not used 
HPEAP to recruit physicians. 

Beginning in 1992. Congress has annually pro- 
posed a VA Loan Repayment Program, which it 
believes would be a more effective recruitment tool. 
Under this program. VA could recruit health profes- 
sionals in critical specialty areas, promising that, for 
each year they worked for VA. VA would repay some 
of their educational loans. The current bill would limit 
loan repayment to $4.(X)0 annually and cap total reim- 
bursement at $12,000. Although VA could recruit 
physician assistants or nurse practitioners with this 
amount of funding. Congress would have to authorize 
higher dollar limits to make the program an effective 
physician recruitment tool. The average medical stu- 
dent debt at graduation is currently $80,000, and many 
private-sector managed care systems offer loan repay- 
ment to recruit primary care physicians. 

Recommendation 

Authorize the VA Educational Loan Repayment 
Program to replace the Health Professionals Educa- 
tional Assistance Program, 

Cost 

$20 million. 


Independent Budget for Fiscal Year 1996 





294 


Construction Programs 


Three things are to be 
looked to in a building: 
that it stand on the 
right spot; that it be 
securely founded; 
that it be successfully 
executed 

Johann Wolfgang von Goethe. 

Elective Affimties 


Overview 

Most VA construction activities are funded 
through the Major Constmction appropriation, which 
finances projects costing $3 million or more, or the 
Minor Construction appropriation, which pays for 
smaller projects. A third appropriation finances the 
Parking Garage Revolving Fund, Veterans Health 
Administration construction needs account for most 
expenditures within all three appropriations. 

Grants for the Construction of State Extended 
Care Facilities, Grants for Construction of Stale Veter- 
ans Cemeteries and Grants to the Republic of the 
Philippines are also construction program accounts. 


VA Management Initiatives 

In FY 1993, VA reorganized its Construction Pro- 
gram and assigned it to the Veterans Health Adminis- 
tration. It created an Associate Chief Medical 
Director (AsCMD) for Construction Management 
(CM) and assigned some functions to the Associate 
Chief Medical Directors for Operations and Resource 
Management. In FY 1994. VA again reorganized the 
Construction Management program to streamline 
operations and promote a customer service philoso- 
phy. This latest organizational change created a mul- 
tidisciplinary team approach to manage major 
construction projects. There are now four teams 
managing VA consiruclion projects, and a fifth team 
is charged with meeting VBA and National Cemetery 
System needs. Construction Management has signif- 
icantly streamlined its organization, reducing staffing 
by 21 percent, from 314 full-time employee equiva- 
lents (FTEEs) to 249 FTEEs, h did not reduce staff, 
however, in the functions assigned to Operations and 
Resource Management. 

The Office of Construction Management, which 
currently supervises construction projects worth $3.6 
billion, has recently begun to decentralize authority 
and focus on serving its customers in the field. Cen- 
tral to embracing this philosophy is developing a total 
quality project concept that emphasizes “paitncring,” a 
system DOD and the Corps of Engineers use to coor- 
dinate work more effectively between field and CM 
staff, architectural and engineering firms, and con- 
struction contractors. CM is also delegating more of 
its construction efforts to field managers and staff. The 
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120 IBVSOs support these changes, which 
^ have been favorably noted in the 
Thibuult Report on Central Office 
reorganization and closely mirror ini- 
tiatives contained in the Vice Presi- 
dent’s National Performance Review, 

CM has authorized medical facili- 
ty directors to lease up to 10,000 
square feet of space, costing up to 
$300,000 (the maximum legal delegation), to meet 
outpatient clinic needs. The IBVSOs applaud such 
efforts. Expedited lease acquisition provides facility 
directors greater flexibility and control in meeting 
their patients' needs for accessible ambulatory care. 
Leasing space during initial site inspection, rather ihan 
delaying ihc process through a formal Solicitaiion for 
Offers, also grants VA facility directors more flexibili- 
ty in responding expediently to local market conUi 
tions. This is panicularly important in states that are 
currently implementing health care reforms and that 
may offer veterans cost-compciitive aliemaiives to 
care from more accessible community providers. Cen- 
tral Office IS hesitant, however, to grunt facilities much 
autonomy and plans to revisit the issue, 

The Enhanced-Use Leasing Program is a promls- 
Ing program that encourages the private sector to fund 
needed VA infrasiruciurc by developing compatible 
non-VA activities on VA property. This pmgram 
allows VA to meet facility and service needs that it 
cannot accommodate within its budget priorities. For 
example, in FY 1994. CM was able to secure a man- 
aged care clinical, research and education center to be 
built on the grounds of the Minneapolis VA medical 
center by a private health maintenance organization. 
The HMO will join the medical center in managed 
care re.search and educational activities and other shar- 
ing agreements for VA specialized medical resources. 
The IBVSOs strongly support extending legislative 
authority for this program, which is due to expire at the 
end ofFY 1995. 

Efforts are underway to implement a seamless time 
line from facility design to construction. VA used to 
begin preliminary facility planning and design with min- 
imal funding and then had to wail for additional funds 
before prweeding with the final design. This practice 
ensured increased costs due to construction delays. 


A new process. Expedited Project 
Delivery, was implemented in the FY 
1995 budget request and enables the 
design team to work without interrup- 
tion throughout the design process. 
This will reportedly reduce the time 
required to develop major construction 
projects by two years. Medical admin- 
istration executives consider most facil- 
ities that require more than five years from design to 
move-in to be obsolete on activation. To the extent that 
VA can reduce the design to move-in timeline to five 
years or less, it will save funds and better serve veterans. 

Congress's intermittent funding of projects also 
delays VA construction. The IBVSOs believe that, 
once Congress authorizes a major project. VA should 
receive multi-year budget authority for the project's 
total cost, to preclude delays. Congress should also 
guarantee activation funds for staff and equipment 
once the project is complete. 

The IBVSOs realize that future appropriations will 
remain constrained. Consequently, prudent use of 
available funds is paramount. We strongly urge VA to 
continue to adopt private-sector business practices in 
operating its construction programs, VA major con- 
struction projects take longer to complete and are far 
more expensive than comparable private-sector pro 
jeets. VA should utilize compefiiive bidding, which 
decreases design and construction costs, and other 
innovations, such as partially shifting the accoumabil- 
iiy for cost overruns to the builder. While the IBVSOs 
realize that VA's building costs are comparable to the 
private sector’s. VA design still adds a great deal of 
cost to major construction projects. Much of the added 
design cost i' due to design delays, but VA must con- 
liinie to streamline its design process to eliminate 
duplicative project review and approval. It could then 
direct cost savings lo oihci VA functions. 

Additional Management 
Improvements Needed 

At VA's request, the National Institute of Building 
Sciences (NIBS) performed a review of the CM pro- 
gram. Several issues in VA Cost toni Stundards Studw 
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Phase II, June 17, 1993, bear emphasis. The [BVSOs 

believe VA staff or the NIBS leadership should con- 
duct additional studies; 

I Con.struction Management's reorganization is 
imperfect. Planning functions that were delegated 
to Resource Management in the reorganization 
should be returned to CM. CM and Resource Man- 
agement often reach contradictory decisions on pro- 
jects, equipment or budget issues. Resource 
Management sets policies that have a direct impact 
on construction costs, but only CM is held account- 
able for cost. Returning some Resource Manage- 
ment elements to CM would allow better 
coordination of the two offices' functions and allow 
further staff reductions by eliminating overlap. 

H VA designs to the highest level of architecture and 
engineering. For example, VA designs require that 
all rooms be accessible to people with disabilities. 
This standard far exceeds the Americans with Dis- 
ahilities Act (ADA) guidelines for general purpose 
hospitals and long-term care facilities. Under 
ADA, only rehabilitation facilities have such strin- 
gent codes. VA could realize cost savings by 
applying the appropriate ADA guidelines to its 
facilities or by setting a higher standard only when 
a facility’s users need n. 

VA also applies natural hazard mitigation 
standards differently than the private health sector 
does. The latter designs and builds for protection 
(»f life. VA designs for continued operational 
capability — a much more costly venture. VA has 
developed its own seismic standards; whenever a 
slate has higher standards, VA uses those. Risk 
zone value.s are revised as the U.S. Geological Sur- 
vey (USGS) performs its ongoing analyses across 
the country. Risk factors are based on estimated 
horizontal ground acceleration and range from 
.02g to .60g. With all the .system requirements for 
accessible, attractive facilities that allow for 
enhancement of critical services (discussed further 
later), the IBVSOs question the high priority CM 
places on seismic corrections. In addition to the 
seismic value. VA should better coordinate plan- 
ning and code application. 


For example. Memphis is identified as a high 
priority for seismic correction. This is problemat- 
ic for two reasons. First, in light of the West 
Coast’s history of earthquakes, it is conceivable 
that wher sites are more vulnerable than Memphis 
to seismic activity. Second, Tennessee is one of 
the states to which the Department of Health and 
Human Services has granted a waiver to test mod- 
els for Medicaid expansion and other reforms. 
The plan. TennCare, makes other providers finan- 
cially accessible to some veterans currently using 
VA medical care. VA estimated that up to 11 .6 
percent (or 25,000) of the 216,000 veterans using 
VA medical facilities in the state might choose the 
TennCare plan. While the total effect the avail- 
ability of Tenncare may havfe on VA health care 
utilization is not yet clear. VA should consider 
such a factor in determining the need for replace- 
ment beds. The development and implementation 
into policy of proposals to reduce VA’s design and 
construction standards is necessary to lower costs 
and improve quality. 

■ VA’s hospital building system (VAHBS) has been 
cnlicized as cost-additive for years. NIBS could 
not reach a definiiive answer in its 1993 evaluation 
but cast some doubt on the planning and design 
process. VAHBS has been most severely 
reproached for its extensive use of interstitial 
space, which adds to initial cost. 

The IBVSOs concur that an outside group, 
under the leadership of NIBS, should validate the 
cost-effectiveness of VAHBS. An external author- 
ity should compare the system to DOD’s integrat- 
ed building system, Kaiscr-Permanenie’s zone 
system and other appropriate methodologies. 

The IBVSOs also believe the VAHBS study 
should arrive at a life cycle for such facilities as 
hospitals, nursing homes, clinics and administra- 
tive offices (VBA). Establishing life cycles for 
major delivery components allows VA to avoid the 
appearance of building for 100 years. 

A study should also further identify those ser- 
vices appropriately "in an envelope” using inter- 
stitial space and those services not requiring it. 
Flexible space and interstitial space may provide 
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cost-effective means to keep up 
with radical changes in health 
care delivery over the next 25 
years, Designs must be flexible to 
respond to future needs and tech- 
nological advances. Services 
u.sing inierstiiia) space, however, 
should have reasonable expecta- 
tions for long-term expansion and 
be able to clearly justify additional costs. 

The Dilemma of Fiscal Year 1996 

An urgent need exists to develop a strategic plan 
for VA’s delivery system that corresponds to slate and 
private-sector health care reforms. Perhaps the most 
difficult problem VA construction activities face is 
coordinating mission and program planning for facili- 
ties. The Office of Construction Policy realizes that 
the facility development program (KDP). which focus- 
es on individual facilities, is obsolete and plans to use 
networks to assess system needs. By using a network, 
rather than a facility, as the unit of analysis, VA can 
examine a catchment area’s demand and assess how 
well the area's facilities meet their aggregate needs. 
VA can then capitalize on opportunities for inter- 
network sharing and share resources to the Depart- 
ment's and its patients' best advantage. 

Chicago’s four area facilities comprise the only VA 
network that has thus far used this planning approach. 
The Chicago Area Network Facility Plan capitalizes on 
the strengths of each facility within the catchment area. 
The plan’s goal is to assign patient workloads to appro- 
priate care settings within the network, expand access 
for veterans and allow facilities to consolidate 
resources to reduce costs. 

Chicago planned its network to allow its 
patients maximum access to primary care 
providers who can coordinate veterans' health care 
services. All hospital directors remain mangers of 
their facility and participate in a management 
council that oversees and makes decisions, includ- 
ing those regarding resource allocations, for the 
network. The management council also includes 
chiefs of staff, a representative of the academic 


affiliates and a VSO representative. 
One position oversees ambulatory 
care operations for the network, 
and the plan identifies off-campus 
ambulatory care clinics. 

This planning model will cer- 
tainly not work for every facility — 
Chicago facilities have the advantage 
of being near one another. The 
Chicago facilities and the Office of Construction Pol- 
icy should be commended, however, for their efforts 
to collaborate in serving veteran patients through an 
integrated delivery system. This cooperation is an 
example of the integration of strategic and facility 
planning that the IBVSOs believe must occur across 
the VA delivery system. 

In light of public- and private-sector health care 
reforms now taking place, the facility sizing model 
(also known as the bed sizing model) that VA current- 
ly uses requires adjustment. It puts historical weight 
on inpatient services, although evidence suggests that 
inpatient care is not the high priority for competitive 
health care organizations that it once was. Non-VA 
hospitals and managed care organizations are reducing 
bed occupancy to an average of 66 percent nationwide, 
reducing staff by 20 to 24 percent and moving to more 
outpatient activity; yet VA continues to emphasize hos- 
pital inpatient care in construction priorities. Even 
activities intended to increase veteran patients’ access, 
such as sharing, still emphasize creating inpatient 
beds, rather than clinic access. In developing the Inde- 
pendent Budget the coauthors assume that VA will be 
able to provide care in the most appropriate selling. 
This will require VA to enhance capabilities in some 
areas, such as primary, preventive and long-term care, 
and possibly reduce it in others. 

VA should revise its planning models and guide- 
lines to account for veteran demographics. Current 
and future populations' needs should determine system 
priorities and the resource allocation. To determine the 
need for outreach and community clinics, VA must 
review distance and travel time from home to care site 
for Us veteran patients. A two-hour driving time 
criterion is inconsistent with the thirty-minute criteri- 
on some state health reform proposals and the private 
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sector established. Ultimately, these 
reforms and VA eligibility expansion 
will facilitate a more realistic 
approach to setting priorities for the 
system's future construction projects. 

VA should emphasize the care of 
special populations: those with 
spinal cord dysfunction: PTSD and 
other psycho-social problems; blind 
veterans; and nursing heme resi- 
dents. Where current and future pop- 
ulations are declining, the strategic 
and facility development plans must 
include alternatives to provide needed care in differ- 
ent settings or organizations. The IBVSOs recom- 
mend that VA begin revisions to strategic planning 
models and FDPs now and complete them as soon as 
possible. 

Priorities for the 
Fiscal Year 1996 Budget 

Because VA has committed its limited construc- 
tion funds to building or replacing hospitals, con- 
struction funds will not be available for outpatient 
care, infrastructure improvements and other needs 
until FY 1998. The IBVSOs believe that VA must 
shift the emphasis of its construction program from 
‘‘bricks and monar" construction to expanding prima- 
ry care access, improving the infrastructure to make 
facilities more modem and attractive, and increasing 
long-term care capacity in both non-institutional and 
institutional settings. The need for enhanced outpa- 
tient and extended care facilities and infrastructure 
improvements far outweighs the need for additional 
hospital beds. 

VA can expand access to primary and preventive 
care by leasing, through sharing agreements or by con- 
tracting out for these services. In some cases, where a 
smaller veteran user population is located far from a 
VA facility, VA will have to contract with local 
providers to make care accessible to those veterans at 
a reasonable cost. VA must ensure that these providers 
meet or exceed VA performance standards and have 
information systems (hat can directly interface with 


VA’s. Wherever possible, VA should 123 

maintain operational control over ^ 

local clinics, to maintain its identity as 
a provider for veterans and maximize 
veterans’ access to system providers 
who can best meet veterans’ special 
health care needs. Although the IBV- 
SOs support alternative routes to cre- 
ating points of entry into the system, 
we do not support wide-scale efforts 
to mainstream the system. 

VA’s prompt expansion of its 
ambulatory care program is a crucial 
initiative, given its reduced need for inpatient beds. To 
be competitive. VHA must substitute more appropriate 
care in ambulatory care settings for inpatient care. VA 
currently operates 357 outpatient clinics. It must open 
more, however, in areas that are more accessible to vet- 
erans. Making VA care more geographically accessi- 
ble is key to VA’s success in recruiting new patients 
and retaining current users. VHA must begin exten- 
sive primary care outreach through more remote and 
satellite clinics during this fiscal year and in FY 1997. 

It should place some primary care clinics contiguous 
to or within veterans’ outreach centers (or vet centers). 
Expanding leasing authonty is an essential, immediate 
need if VHA is to reconfigure its delivery system expe- 
ditiously. In the future, if VA decides there is a 
renewed need for Inpatient beds, the IBVSOs urge it to 
use leasing, sharing agreements and contracted ser- 
vices as they provide quicker, inexpensive alternatives 
to new construction. 

To continue to make its unique contributions to the 
U.S. health care delivery system, VA must provide ser- 
vices in accessible, attractive and modem care venues. 

VA targeted infrastructure needs, such as ensuring 
patient privacy with telephones for each patient room 
and pnvale and semi-private bathrooms, as necessary 
improvements that will allow VA to compete with 
other care providers. The IBVSOs believe this is com- 
mendable, but population need and facility mission 
must determine priorities for system remodeling. Not 
all facilities have the same need for patient privatiza- 
tion, so it should not be a high, fixed priority system- 
wide. Since some facilities prioritize funding 
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124 differently, however, VA should allow flexibility in 
^ determining individual VA medical centers’ and ser- 
vice areas’ needs. 

The growing population of aging veterans merits 
rapid expansion of VA long-term care alternatives. VA 
must increase access to community and home-based 
alternatives for long-term care and nursing home bed 
availability. VA should make some institutional long- 
term care available by converting inpatient hospital 
beds to nursing home care beds. Remodeling hospital 
beds to nursing home care beds is less expensive than 
new nursing home construction. 

Independent Budget Funding 
Recommendations for FY 1996 

Major Construction 

The Independent Budget recommends a $490 mil- 
lion Major Construction appropriation for FY 1996, as 
Table 22 shows. Less funding in FY 1996 would be 
catastrophic, given the extended replacement cycle for 
facilities, rapidly changing clinical requirements and 
the existing plant’s age. 

Most of the Independent Budget recommendation 
is for leases for outpatient clinics and nursing homes. 
In these uncertain times, the Independent Budget coau- 
thors believe that leasing is preferable to new con- 
struction. Leasing offers an affordable, expedient and 
flexible solution to the immediate need for VA capaci- 
ty in the outpatient and nursing home venues. The 
Independent Budget funding recommendation accom- 
modates the annual cost of leasing three nursing 
homes. It also accommodates annual leasing costs for 
approximately 100 outpatient clinics. Funding for 
leased clinics complements other Independent Budget 
recommendations to enhance ambulatory care. VA 
must also increase its in-house capacity and offer VA 
care in remote community settings such as vet centers. 

Replacement and modernization costs also com- 
prise a significant portion of the Major Construction 
budget. The Independent Budget coauthors believe that 
VA should consider acquisition and conversion projects 
as alternatives to new construction. Facilities available 
for acquisition offer VA an opportunity to realize sub- 
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stantial savings and activate beds more quickly than a 
“ground-up" construction project would. VA is. in fact, 
doing this in some places. When VA acquires facilities, 
it needs funds to make them accessible to people with 
disabilities and to improve infrastructure. The IBVSOs 
recommend that e.siabli.shed priorities dictate selected 
replacement and modernization projects that provide 
natural hazard mitigation and modernize and upgrade 
the physical plant. Those priorities should carefully 
assess veterans' needs and the probable effect of 
changes in local health care markets to the need for 
facilities mission conversions. 

The Independent Budget coauthors recommend 
that some new construction complement leasing and 
bed conversions, to increa.se available VA-operated 
beds for nursing home care. Indeed, the aging veteran 
population necessitates making more nursing home 
beds available through the i990s. The Independent 
Budget Major Construction budget includes funding 
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for four new nursing homes, fn the immediate future, 
VA must enter two new enhanced-use leases for nurs- 
ing home beds. This effort, however, will alleviate 
only some of the actual need for nursing home beds. 
VA must continue to pursue the IBVSO strategy for 
making nulling home beds available to veterans. 

Tile Independent Budget Major Construction bud- 
get also recommends funding for two new VA domi- 
ciliaries. Domiciliaries offer shelter and often some 
social services for aging, mentally ill and homeless 
veterans and those with substance abuse disorders. 
TTte growing prevalence of these jHobleras in society 
should compel VA to provide humane care through an 
enhanced in-house domiciliary capacity. 

The Independent Budget Major Construction pro- 
posal includes $16 million to acquire land for national 
cemeteries in states that have no available grave sites. 
The IBVSC^ recommend that VA construct two new 
national cemeteries annually until the National Ceme- 
tery System meets previously stated goals of one open 
cemetery in each slate. 

Minor Construction 

The FY 1996 Independent Budget recommends a 
$269.S million appropriation for Minor Construclion. 
which funds smaller facility construction projects. As 
Table 1 on page xxvi shows, the Independent Budget's 
FY 1996 recommendation significantly exceeds the 
FY 1995 appropriation. The increment requested 
reflects the IBVSOs’ growing concern about VA facil- 
ities’ urgent need for update and repair. Most VA facil- 
ities were constracted during the 1950s. and updating 
and repair needs are increasing rapidly. Earlier appro- 
priations have fallen far short of addressing these 
needs. Needs for repairs, beautification. Installment of 
amenities (such as phone lines) and mission conver- 
sions should be system-wide priorities, especially if 
VA medical centers compete with private-sector 
providers. Of the total Minor Construction appropria- 
tion. $250 million should be allocated to these types of 
projects. Within this allocation, VA should select res- 
idential sites to purchase for compensated work thera- 
py programs. The n«d for compensated work therapy 
programs is addressed in the “Medical Care” section 
on pages 93-4. 


VA should use $1.8 million of the Minor Con- 
struction fund to convert unused and unneeded hospi- 
tal beds to nursing home care. NIBS found that 
remodeling hospital beds to nursing home beds was 
less expensive than new construction. Accordingly, 
the Independent Budget coauthors emphasize conver- 
sion as the principal means to make nuraing home care 
available to veterans. The IBVSOs recommend that 
VA convert the beds it planned for in FY 1995 and 
convert twelve 30-bed wards in FY 1996. While this 
strategy represents a tremendous conversion rate, it is 
the only way VA can keep pace with the demands of 
the aging veterans' community. 

The FY 1996 Independent Budget recommends 
$18 million for existing National Cemetery System 
construction projects. 

Parking Garage Revolving Fund 

The FY 1 996 Independent Budget recommends a 
$1.5 million allocation to this fund, which finances 
VA facility parking garage construction and opera- 
tion. Reasonable parking access is essential to patient 
care. If VA is to compete, veterans need access to 
available parking within reasonable distances from 
medical facilities. Eventually, parking garage rev- 
enues should pay for new projects. Because only a 
few revenue-producing projects currently exist, VA 
needs limited new appropriations. Future funding 
requirements should diminish. 

VA should also promote private-sector construc- 
tion of parking garages through the Enhanced-Use 
Lea.sing program. Enhanced-use agreements would 
allow VA (0 provide accessible parking to its patients 
and their families without having to undertake the 
investment building such facilities entails. The IB- 
VSOs encourage VA to investigate further utilization of 
this program to build parking garages where needed. 

Grants for the Construction of 
State Extended Care Facilities 

The state home program greatly enhances VA’s 
extended care workload capacity. This appropriation 
provides grants to help stales acquire or construct stale 
domiciliary and nursing homes for veterans. It also 
provides grants to assist in expanding, remodeling or 
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126 aUering existing faciliiies. including state home hospi- 
^ tal facilities. 

The Grants to State Extended Care Facilities are 
mutually beneficial to the slates and VA. Slates bene- 
fit by receiving federal money to add nursing home 
capacity for state residents who have dual eligibility 
for VA and state programs such as Medicaid. Under 
these grants, states are responsible for at least 35 per- 
cent of nursing home construction costs. States pay at 
least 50 percent of treatment costs, which arc reim- 
bursed on a per diem basis; VA pays a portion of the 
per diem cost. States may also retain some of veter- 
ans' Social Security income to cover their shares of 
operating costs. 

Congress should encourage and fund Grants for 
the Construction of State Extended Care Facilities 
wherever states will participate. For FY 19%. the 
Independent Budget recommends a $180 million 
appropriation for these grants. appropriation will 
fund all state applications for state home programs 

Grants for the Construction of 
Stole Veterans* Cemeteries 

This program makes grants to states to help them 
establish or improve state-owned veterans' cemeteries. 
VA anticipates that it will need 56 million to fund pro- 
gram requirements in FY 19%. 

Gfonls to the 

Republic of the Philippines 

Grants to the Republic of the Philippines help to 
replace and upgrade medical equipment and rehabili- 
tate physical plants and facilities. The Veterans' 
Memonal Medical Center at Manila provides care to 
U.S. veterans. The facility is now more than 40 years 
old. so replacement and rehabilitation are major 
needs. The IBVSOs recommend a grant of $500,000 
for FY 19%. 


Investment Fund 

In previous sections of the document, the IRV.^Os 
have referred to the need for an invesimeni fund, as the 
American Health Security Act identified. If the Veter- 
ans Health Administration is to operate in the emerg- 
ing health care environment, retaining its patient base 
as well as attracting new patients to the system who 
pay for care through third-party reimbursements, then 
VA must provide services in accessible, attractive and 
modem care venues. The Clinton Administration's 
investment fund, as the American Health Security Act 
proposed it. would have significantly augmented 
Minor Construction funding for modernization and 
infrastructure impruvemeni projects. VA has many 
old. unattractive facilities. It also lacks amenities com- 
monly found in the private sector, such as telephones 
in patient rooms and private or semi-private bath- 
rooms. VA spending priorities for this fund were to 
specifically focus on redressing these problems. 

Congress's failure to enact this legislation denied 
VA the investment fund it desperately needs to correct 
its infrastructure deficiencies. Conreiing these critical 
deficiencies would have enabled VA to compete with 
other health care providers in local markets. The IB- 
VSOs still support additional funding for infrastruc- 
ture improvement. Such funding is essential to enable 
VA 10 parttcipaie in the new health care environment 
under stale and market-driven health care reform. 
While the Independent Budget does not propose a spe- 
cific investment fund, resource needs for infrastructure 
enhancement are outlined in the Independent Budget's 
Medical Care section and in the above recommenda- 
tions for the Major and Minor Construction accounts. 


Construciinn Programs 




302 


Appendix A 

BUDGET EXPLANATORY NOTES 


Medical Care 

1. The Congressional appropriation lo (he Medical 
Care account for FY 1995. 

2. Increased cost (over FY 1995) to VA in retirement 
programs, including the Federal Employment 
Retirement System and Social Security. 

3. AnKHtnt necessary to annualize the pay raise 
implemented in January 1995. The pay raise for 
federal employees was 1.6%. Whereas the 1995 
pay raise applied to only nine months ufFY 1995. 
the amount here covers the rest of (he calendar 
year which falls in FY 1996 (or the remaining 
three months). 

4. The amount necessary to annualize the increa.se in 
health benents cost increases that became effective 
January 1995. 

5. Estimated cost of a 2.2-pcrccm pay raise effective 
January 1996 for the remaining nine months of FY 
19%. 

6. Estimated longeviiy/performance increases for FY 
1996 

7. Estimated increase in health bcncnis effective Jan- 
uary 19% 

8. Estimated increase for one additional workday in 
FY 19% 


10. Estimated cost of inflation for items excluding 
personnel and some contract services. 

11. Personnel, equipment and other costs related to 
new or remodeled facilities activities through FY 
1995. Already adjusted to include amounts oblig- 
ated in FY 1995 for equipment and other capital 
purchases (hat will not recur in FY 19%. 

12. Estimated increased cost of rental property. 

13. Increased cost of state nursing home care for vet- 
erans. including funds to reimburse state homes at 
one-third of the cost (hey recognize for veterans' 
care as agreed by VA. 

14. Increased cost of slate home hospital care for vet- 
erans. including funds to reimburse stale homes at 
one-third of the cost they recognize for veterans' 
care as agreed by VA. 

15. Increased cost of state home domiciliary care for 
veterans, including funds to reimburse state homes 
at one-third of the cost they recognize for veter- 
ans' care as agreed by VA. 

16. Increased cost of community nursing home care 
for veterans. 

17. Increased cost of contract hospital care for 
veterans. 

1 8. Total of items I through 1 7 which allow VA to pro- 
vide the same level of care in FY 19% as occurred 
in FY 1995. 


9. Other personnel costs include stipends and com- 
pensation programs. 
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19. Hstimated costs a.ssociated with needed outpalienl 
workload expansion including adding SO dedicat- 
ed full-time employees as women veterans coordi- 
nators and staff clinics at 50 vet centers. 

20. Cost of essential improvements to the VA extend- 
ed care programs, including funds for expanded 
nursing home workloads ($97 million) and domi- 
ciliary care workloads (SS2 million) and. expand- 
ing programs such a.s: hospital-based home care 
($82 million): adult day healthcare ($12 million): 
geriatric evaluation and management units: geti- 
airic research, education and clinical centers ($28 
million): respite hospice and. community resi- 
dential programs ($5 million). 

21. Increase in bio-psycho-social programs— such as 
program alternatives for chronically mentally ill 
patients, substance abuse programs and. posi-trau- 
malic stress disorder 

22. Funds to expand homeless program.s including 
veterans' industries to develop their independent 
living skills. 

23. Amount necessary to expand blinded veterans out- 
patient programs to reduce waiting times for mpu- 
licni care. 

24. Amount necessary to activate one new spinal cord 
outpatient clinic and increase funding for the Inde- 
pendent Living Fund. 

25. Increased funding for additional prosthetics pro- 
gram personnel. 

26. Additional required funding for education and 
training prt^rams including Resident Training ($10 
million): the TVition Reimbursement Program ($1.5 
million); Satellite TV Programming ($2 million); 
Career Field and Service Chief Development ($10 
million); AIDS Related Training (S3 million): Pri- 
mary Care Training Program ($5 million); and. 
Dental Residency Stipends ($1.25 million). 

27. Fufxls required to incrementally provide $500 
million for a comprehensive nvertiaul of the VA 
medical system’s information resources maitage- 
ment system. 


28. Additional requirement to incrementally eliminate 
a critical $870'million backlog in VA medical 
equipment replacement over five years. 

29. Funds required to incrementally eliminate $805- 
million backlog of non-recurring maintenance and 
repair needs specified by VA over five years 

30. Personnel and equipment funds needed to activate 
l(K) leased clinics. 

3 1 . Personnel and equipment funds needed to activate 
two leased nursing homes IBVSOs recommend to 
manage increa.sed veteran demand for long-term 
institutional care 

32. The Indeprndent Budget recommended appropria- 
tion to provide for an acceptable level of service to 
veterans in FV 1996. 

33. Funding that, under enhanced authority. VA could 
collect for care of higher-income veterans who arc 
eligible for Medicare. The IBVSDs propose that 
Congress allow VA to retain this funding without 
offsetting appropnation. 

34. The collection and retention (under IBVSO pro- 
posed budget authorities) of all funds VA could 
collect from third-parly payers for the treatment 
of non-service-related problems for mandatory 
veterans. VA must be able to retain these funds 
without offset to Congressional appropriaiions. 

35. Under new authorization, funding that VA could 
collect and retain without offset from new veterans 
and veterans' dependents who gam access to the 
system under local initiative. 

36. Fjtiimaicd funding that can be diverted from hos- 
pital inpatient to outpatient and nursing home set- 
tings under eligibility reform. 

37. Bstimaicd funding required in nursing homes to 
provide care diverted from hospital inpatient set- 
tings under eligibility reform. 

38. Personnel and equipment funds needed to activate 
one leased nursing home to manage increased 
workload diverted from hospital inpatient care 
under eligibility reform. 
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39 Estimated funding 
requircu in outpatient 
sellings to provide 
care diverted from 
hospital inpatient set- 
tings under eligibility 
reform. 

40. Net effect on VA 
medical care fund- 
ing from workload 
shifts allowed by 
reforming eligibility 
(outlined in Items 
36 through 39). 

41. All the funding the 
Independent Budget 
coauthors recom- 
mend that Congress 
authorize for VA 
medical care pro- 
grams in FY 1996. 
(Total of items 32.33. 
34. 35 and 40). 
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130 Medical and Prosthetic Research 

® 1 . Funds required in FY 1 995 (o maintain the service 

level as (I) FY 1983 in Medical Research; (2) 
KY 1988 in Rehabilitation Research: (3) FY 1989 
in Health Services Research & Envelopment. 

2. Increased cost (over FY 1995) to VA in retirement 
programs, including the Federal Employment 
Retirement System and Social Security. 

3. Amount necessary to annualize the pay raise 
implemented in January 1995. The pay raise far 
federal employees was 1.6%. Whereas (he 1995 
pay raise applied to only nine months of FY 1995, 
the amount here covers the rest of the calendar 
year which falls m FY 1996 (or the remaining 
three months). 

4. The amount necessary to annualize the increase in 
health benefits cost increases that became effective 
January 1995. 

5. Estimated cost of a 2.2'pcrceni pay raise effec- 
tive January 19% for the remaining nine months 
of FY 19%, 

6. Estimated increase in health benefits effective 
January 1996 

7. Estimaiedlongevity>^)erforTnanoe increases for FY 19% 

8. Estimated cost of inflation for items excluding 
personnel, using the biomedical research and 
development price index projected by DHHS 
(5.01% in FY 19%). 

9. Total of iienvs I through 8. in (he current fiscal 
environment, the IBVSOs propose that Congress 
add increnMntally to the FY 1995 a^^opraiion to 
establish a baseline budget for each of the next 
three fiscal years.. Bccau.se of the immediate need 
for increased research funding (he first increment 
to (he FY 19% budget would be $38.2 million: 
the second and third increments would be $23.2 
million each. 

10. The Congressional appropriation to (he Medical 
and Prosthetic Research account for FY 1995. 
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II Funding increment the IBVSOs recommend to 
create a baseline budget for FY 1996. 


12. Amount VA needs in FY 1996 to reach the target- 
ed funding level for FY 1998. 

13. Additional funding recommended for research in 
Alzheimer's; hcan disease and other disorders dis- 
proponionaicly experienced in elderly populations 
($5 million): in reproductive organ cancers dispro* 
poftionaicly experienced by women veterans (S4 
million); in spinal cord medicine ($1 million); 
and. for Persian Gulf .Syndrome ($10 million). 

14. The Independent Budget recommended appropria- 
tion to provide an acceptable level of VA research 
in FY 19%. 

15. Baseline funding required for VA research pro- 
grams in FY 1997. 

16. Baseline funding required for VA research pro- 
grams in FY 1998. 
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Medical Administration and 
Miscellaneous Operating 
Expenses (MAMOE) 

1. The Congressional appropriation to ihc Medical 
Administration and Miscellaneous Operating 
Expenses account for FY 1995. 

2. Increased cost (over FY 1995) to VA in retirement 
programs, including the Federal F.mployment 
Retirement System and Social Security. 

3. Amount necessary to annualize the pay raise 
implemented in January 1995. The pay raise for 
federal employees was 1.6^, Whereas the 1995 
pay raise applied to only nine months of FY 1995. 
the amount here covers the rest of the calendar 
year which falls in FY 199(* (or the remaining 
three months). 

4. The amount necessary to annuuli/c Ihc increase in 
health benefits cost increases that became effective 
January 1995. 

5. F.stinuited cost of a 2.2'percent pay raise effective 
January 19% lor the remaining nine months of 
FY 1996. 

6. Estimated increase in health benefits effeciise 
January 1996 

i Medial Administration and Miscellaneous 

Operating Expenses O^tAMOll | 
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7. Estimated cost of inflation for items excluding |3I 

personnel. g 

8. Total of items 1 through 7 that allow VA to provide 
the same level of care in FY 19% us occurred in 
FY 1995. 

9. The fndtpenJeni Budgel recommended appropna* 
lion to provide an acceptable level of service to 
veterans in FY 1996. 

Coastruction Programs 

1. Replacement and Modernization costs for com* 
plciing all initiated VA projects within the next 
(wo fiscal years. The IBVSOs place priorities for 
any new projects on development of the primary 
and prevenlive care capacities and long-term care. 

2. Projected cost for construction of four new nursing 
home care bed units. 

3. Projected cost of 3 new leases for VA-operated 
nursing homes. 

4. Projected cost of building or converting two exist- 
ing facilities to domiciliaries for veterans. 

5. Projected cost of leases for 100 VA-operated oui- 
palienl care clinics. 

6. Projected costs of acquiring and preparing land for 
ihe National Cemetery System. 

7. Projected costs to compleie all other Major Con- 
struction projects within FY 19%, 

8. Total appropriation to adequately provide for the 
Major Construction needs of VA In FY 1996. 

9. Projected costs of Medical Care Program General 
Fund include pmjecis for repairs, bcauiiricaiions. 
mission conversions and insiallation of amenities 
as needed. Sites for compensated work therapy 
should also be purchased from ihcsc funds. 

10 Projccicd costs for Nursing Hume Care includes 
funding to convert 360 hospital beds (or approxi- 
mately twelve 30-bcd wards) to nursing home 
care beds. 
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132 H Projected cost*; of necessary National Cemciery 
^ Minor Consiruciion projects. 

12. Total appropriation to adequately provide for the 
Minor Construction needs of VA in KY 1996. 

13. Total appropriation to adequately provide for the 
Parking Garage Revolving Fund needs of VA in 
FY 1996. 

14. Total appropriation nece.ssary to satisfy all pend- 
ing grants received from states to build or augment 
state veterans extended care facilities. 

15. Total appropriation necessary to construct three 
new state veterans cemeteries. 

16. The usual annual appropriation made for mainte- 
nance needs of the VA Medical Center in Manila 
in the Philippines. 

17. The Independent Budget recommended appropria- 
tion to undertake critical VA construction pro- 
grams in FY 1996. 
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Appendix B 

ENTITLEMENT AND ELIGIBILITY CRITERIA FOR 
DEPARTMENT OF VETERANS AFFAIRS MEDICAL CARE BENEFITS 


U nfortunately, confusion is consid- 
erable regarding, first, the defini- 
tion of a veteran eligible for 
benefits under programs the Department of Veterans 
Affairs (VA) administers, and. second, the criteria for 
participation in various levels of VA health care 
delivery. Eligibility differs for hospital care, outpa- 
tient care and long-term care. It also differs accord- 
ing to the veteran’s status. Thus, many practical 
problems ckisi in the planning and delivery of veter- 
ans' health care for veterans themselves, for VA 
administrators and for budget oHicials in the execu- 
tive and legislative branches. Were eligibility further 
clarified and rationalized, it would greatly facilitate 
the delivery of medical services. 

It should be noted that "entitlement'' refers to con- 
ditions for which provision of care is mandatory. "Eli- 
gibility" refers to situations where VA may provide 
medical care, under cenain conditions, pending avail- 
ability of space and other resources. 

Derinition of a Veteran 

According to J8 CFR ^3. 1 fJ) a veteran is "a per- 
son who served in the active military, naval, or air ser- 
vice and who was discharged or released under 
conditions other than dishonorable." 


Qualifications for Access 
to VA Health Care 

Current laws governing eligibility for VA health 
care services are the product of Congressional action 
and compromise, reflecting the historic U.S. emphasis 
on service-connected disability and low income as the 
principal criteria entitling veterans to treatment. Until 
recently, ail veterans have been divided into three 
groups (Categories A. B and C) in determining eligi- 
bility for hospitalization in VA medical centers. 
Recent changes in the law. however, have collapsed 
the three categories into two; Category A and all 
other veterans. 

Means Test Categories relate to the Veteran's 
Health Care Amendments Act of 1986 {Public Law 99- 
272), elective July 1. 1986. The intent of the law is to 
ensure that veterans with service-connected disabili- 
ties and other special groups of veterans, as well as 
those with low income, are provided VA medical care, 
albeit under differing conditions. The law established 
an eligibility assessment procedure (means test) based 
on income for determining whether a non-service- 
connected disabled veteran qualifies for Category A or 
for the "ail other" cla-ssification. Scrvice-connccicd 
disabled and exempt veterans do not undergo the 
income-based eligibility assessment. 

Listed next are the criteria for inpatient (hospital) 
and outpatient care, nursing home care, beneficiary 
travel and cenain other benefits. 
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All Other Categories 


Hospital Inpatient Care 
Category A 

1 . The Secrelaty of VA is rrt/uiird to provide hospi- 
(al care to 

a. veterans with service-connected disabilities; 

b. veterans who were discharged from the mili- 
tary for disabilities that were incurred or 
aggravated in the line of duly; 

c. former prisoners of war; 

d. veterans who are in receipt of disability com- 
pensation under the auspices of 38 USC 1151; 

e veterans exposed to a toxic substance or ioniz- 
ing radiation: 

r veterans who are in receipt of non-service- 
connected disability pension benefits: 

g. veterans of the Mexican border period or 
World War I; and 

h. non-service-connected veterans whose 
income docs not exceed the means test cap 
(the limit in January 1993 is $20,469 for a vet- 
eran or S24.56S for a veteran with one depen- 
dent: each additional dependent adds $1368 
to the cap). 

2. For purposes of determining eligibility for non- 
service-connected medical care, income will be 
assessed on the same basis as that used for deter- 
mining eligibility for non-service-connected pen- 
sion benefits. The income limits for medical care 
purposes are increased effective January I of each 
year by the same percentage as non-service- 
connected pensirm rales. 

3. The VA health care system treats some 900.000 
inpatients per year, representing about I million 
discharges: some 97 percent are in Category A. 


1. Veterans outside the Category A net continue to be 
eligible for inpatient care as space and resources 
permit, but they must pay a pan of the cost for 
inpatient, outpatient and nursing home care. Cur- 
rently. the veteran is charged the lesser of the fol- 
lowing: the cost of care received, or $716 for the 
first 90 days of care (or part thereoO during any 
365-day period. For each succeeding 90 days of 
care (or pan thereof), the veteran is required to pay 
either (he cost of hospital care received or one-half 
the amount of the inpatient deductible ($358) — 
whichever is less. For each 90 days of care in a 
nursing home, the veteran is required to pay the 
lesser of either the cost of furnishing care or the 
inpatient deductible ($716). There is a $10 per 
diem charge for each hospital inpatient day and a 
$3 per diem charge lor each nursing home inpa- 
tient day. 

2. The Secretary is authorized to recover from health 
insurers the reasonable costs of care furnished in 
department facilities to insured veterans who have 
no servicc-connccied disability and to insured, ser- 
vice-connected veterans for the cost of treating a 
non-service-connected condiljon. 

3. Public Law 99-272 repealed the provision of 
law allowing veterans 65 years of age or older to 
receive care in VA medical facilities regardless 
of income. 

Outpotienl Core 

I . The Secretary shall furnish on an ambulatory or 
outpaueni basis such medical services, other than 
dental services, as the Secretary determines are 
needed, to 

a. any veteran for service-connected disability: 

b. any veteran with a service-connected disabili- 
ty rating 50 percent or more for any disability; 

c. any veteran disabled as a result of VA treat- 
ment or vocational rehabilitation. 
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d. any veteran with a non>service-connected 
disability that is held to be aggravating a 
servk:e-€<Mtnected disability. 

2. The Secretary shall furnish (xitpatieni or ambula- 
tory medical services that are reasonably neces- 
sary in preparation, or to obviate the need, for 
hospital admissions or as a follow-up to hospital 
care for a period not to exceed 12 months for any 
disability to 

a. any veteran with a service-connected disabili- 
ty rating of 30 or 40 percent: and 

b. any veteran whose annual income docs not 
exceed the maximum annual rate of non- 
service-connected pensiem payable lo a veter- 
an in need of aid and attendance (currently 
S 1 2.8S5 for a single veteran and $ 1 5.345 for a 
veteran with one dependent) for any disability. 

3. The Secretary may furnish on an ambulatory or 
outpatient basis medical services ihai the Secre- 
tary determines are needed to 

a. former prisoners of war; 

b. veterans of (he Mexican border period or 
World War I whose annual income exceeds the 
maximum annual rate of pension; 

c. veterws in a VA-approved vocational rehabil- 
itation program; 

d. veterans in receipt of increased pension or 
compensation based (mi the need for regular 
aid and attendance or by reason of being per- 
manently housebound. 

4. The Secretary may furnish outpatient or ambulato- 
ry medical services that are reasonably necessary 
in preparation, or to c^viate the need, for hospital 
admissions or as a follow-up to hospital care for a 
period not to exceed 1 2 months for any disability to 

a. any veteran who has a service-connected dis- 
ability rating of less than 30 percent; 

b. veterans exposed to toxic substances in Viet- 
nam or to ionizing radiation during atmos- 


pheric detonation of a nuclear device, or who )35 
were exposed lo ionizing radiation following ^ 
(he detonation of such devices in Japan dunng 
World War 11; 

c. ^Category A" veterans whose income exceeds 
the maximum rate of pension after a determina- 
tion of inability to defray necessary expenses. 

A payment is required of non-Category A veterans 
seeking non-service-connected, outpatient treatment. 

For each visit, the payment is 20 percent of the esti- 
mated nationwide average cost of the depanmem's 
outpatient visits during the current fiscal year (current- 
ly $39). but it is not lo exceed, during any 90-day peri- 
od. the amount of the current inpatient payment 
($716). 


1. Certain veterans are eligible fM* dental services, 
prosthetic appliances and home health care ser- 
vices. in addition to medical treatment. 

2. The Secretary may provide VA skilled or iniermc- 
diatc-type nursing care and related medical care in 
Slate or private nursing homes for convalescents or 
persons who are not in need of hospital care. 

3. The Secretary may furnish needed domiciliary 
care to any veteran whose annual income does not 
exceed the maximum annual rate of pension 
payable to a veteran in need of aid and attendance 
or to any veteran whom the Secretary deiermines 
has no adequate means of support. 

4. The Secretary has authority to provide fee-basis 
care outside of the United States for service-con- 
nected disabilities, related to service in the U.S. 
military forces, to citizens of the Republic of the 
Philippines or Canada or elsewhere, as determined 
by the Secretary. 


I . During any fiscal year in which the secretary exer- 
cises the authority to make beneficiary travel pay- 
ments. payments shall be made for (ravel in 


Miscellaneous 


Beneficiary Travel 
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136 conneciion with cxaminafions. care, or treatment 
^ (e.g.. hospital, nursing home, domiciliary or outpa- 

tient treatment) for which the veteran is eligible to 

a. veterans for scheduled compensation and pen- 
sion medical examinations; 

b. veterans for service-connected disabilities; 

c. veterans with service-connected disabilities 
rating of 30 percent or more for treatment of 
any non-service-conncctcd disabilities; 

d. veterans in receipt of non-service-connected 
pension; 

e. veterans whose annual incomes do not exceed 
the maximum annual rate applicable to the 
non-service-connected pension program; 

f. veterans for whom ambulance transponation. 
wheelchair van transponation or other special 
modes of transponation are medically indicat- 


ed, when the Secretary determines that these 
veterans are unable to bear the cost of such 
transponation (no deductible applies); and 

g. veterans whom the Secretary determines are 
unable to defray the expenses of travel or such 
other persons as determined by regulation. 

2. Eligible veterans will be responsible for the first 
S6 of the cost of travel to receive VA medical carc- 
For eligible veterans whose medical conditions 
warrant frequent visits. SIS is the maximum 
monthly amount fof which the veterans will be 
responsible. 

Some material in the preceding section was 
excerpted from: 

U.S. House of Representatives. One Hundred First 
Congress. Committee on Veterans’ Affairs. 

Criteria for Department of Veterans Affairs Medical 
Care Benefits. January 30, 1989; updated for FY 19%. 
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Appendix C 

MAJOR ISSUES TO BE ADDRESSED IN THE FY 19% mEFENDENT BUDGET 

(prcsemed lo the Office of Management and Budget. October 28, 1994) 


Medical Programs 

Veterans cannot and must not he condemned to 
receive care in a second-rate system while other health 
care providers undergo a revoluii-xt in iheir care delivery. 
VA must act immediately to improve its management and 
delivery systems. Congress and the Administration must 
work together to authorize the funding, amend iegisiation 
that impedes VA\ delivery of high-quality care, and cur- 
tail its micro-management functions to allow this to occur. 

M Chunfirs in nuiionul and si.itc hralth varf 

turn, as well «v chanfies in ihe on(uni:alutn and 
delivery of health core in dte private sector, will 
traiiyfomi VA 's medical pruifram whether or not 
initiatives in these sectors specipcallv address VA. 
VA must respond proactively to the revolution in 
health care delivery these entities arc creating. VA 
must provide patieni-cenlcrcd care with an empha- 
sis on improving the quality and integrity of its 
specialized services— VA s premier pnxluci line. 

B The V'A medic al system will continue to detenorare 
wiihout udecfuate fundin/t. Congress must take a 
rational and predictable approach to funding VA's 
medical care system. VA must have an open 
enrollment system for the beneficiaries it treats. 
VA must also specify the content of its benefits 
packages for those enrolled mandatory veterans 
and other users— and know the costs of delivering 
these packages to veterans. To ensure that such 
funds are made avaibble for entitled veterans, they 
should come from mandatory spending accounts. 
This will guarantee that VA will be able to deliver 


the healih care services to which its enrolled ben- 
eficiaries are entitled. 

B VA needs investment )und\ \o utm its service deliv 
en annind. emphasirinf: npw delivery stsles and 
better access to health cair serx ices for its enrollees . 
Congress must appropnale adequate funding to VA 
lhai its officials can use to implement pnonty pro- 
jects. VA‘s health planning documents indicate that 
they are aware that VA must develop accessible pn- 
mary and preventive care sites and otherwise 
improve the infro-siruciure to ciHnpeie under any 
health care reform scenario VA is also aware that 
institutional and non-inslituiional long-term care set- 
tings must also continue to be developed to n>eet the 
needs of the aging veteran population. Congress and 
the Administration should indicate broad paranKiers 
for how such funds should he used and then allow 
VA officials to invest dollafs as needed. The voter 
uns' service organi/alions were supponivc of the 
Veterans Affairs portion of the Administrafiort s 
healih care reform proposal largely because it pro- 
vided the much-needed investment funds to put VA 
in a heller position to compete. 

B VA must he ftiven the authority to collect and retain 
fiindiitff from external sources. Specifically, VA 
should he alkiwed to charge third-party payers and 
Medicare for services rendered to non-mandatory 
veterans. VA should also he able to "market “ ser- 
vices once all veteran demand is satisfied — VA 
already has successful sharing programs with many 
federal, academic and community providers and 
should pursue sales of serv ices to other providers, to 
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allow better access (o both veterans and the local 
communities in which VA medical facilities exist 

H Conf^ress must Ubtrate VA from its restrictive and 
antiquated entitlement criteria. VA’s practice pat- 
terns ore held hostage to complex and antiquated 
eligibility criteria. While the rest of the nation's 
health cure providers are turning to preventive and 
primary care delivered in ambulatory settings to 
control costs and improve access and quality. VA 
providers are restricted from doing (he same for 
many VA heneficianes. Nonservice-connecled 
’‘mandatory” veterans are not entitled to VA out- 
patient care except under limited conditions 
Instead, they are forced to wail until their condi- 
tions worsen and (hey must he hospitalized for 
care. Because these veterans ctmiprise more than 
half of the veterans the system serves. VA cannot 
appropriately redirect its resources to provide 
these services to the remaining veterans. Current- 
ly. non-mandatory catastrophically injured or ill 
veterans must “spend-down" their resources, 
impoverishing themselves and their dependents, to 
access free VA health care. Rather than allowing 
this impovenshmeni to occur. Congress should 
entitle these veterans to the same medical care ser- 
vices mandatory veterans an; able to receive at the 
onset of catastrophic injury or illness. This allows 
VA to provide (he veteran with a comprehensive 
array of services and allows veterans and their 
families better resource base.s from which to re- 
build lives after rehabilitation or recovery. 

■ Congress must ensure that each heneftciaiy VA 
serves is assured access to a haste package of ser- 
vices. Veterans should be entitled to a comprehen- 
sive package of services to be provided in the most 
appropriate settings. VA beneftciaries must contin- 
ue to receive all of the services for which they arc 
eligible under Tide 38. U.S.C.. and (hey should 
receive no fewer benefits through VA medical cen- 
ters than residents receive in (he stales in which 
VA medical facilities operate, us slates continue to 
undertake health care reform. 

H VA medical centers must have the auihoiin and 
flexibility to respond to changes in the environ- 
ments in H-hich they operate. The radical change 


occurring in the private sector in health care deliv- 
ery is outpacing VA's ability to respond, largely 
because of VA's entrenched bureaucracy VA med- 
ical centers must be allowed to “partner" with 
other providers in their area. They must offer at 
least (he level of benefits offered to Medicaid ben- 
eficiaries or other state residents through a “basic 
benefits" package. They must also meet or exceed 
the standards other providers in the state must 
meet in the ureas of quality, price, performance 
and accessibility. VA managers at the local level 
must have authority to operate in the facility's 
environment, to ensure (hat these standards are 
upheld and that individuals served by the facility 
are treated appropnaiely. Once authority is grant- 
ed. VA managers must be held accountable for 
maintaining standards and be removed if perfor- 
mance is unacceptable. 

I VA should have auihffhry to interact more closely 
H tth communifv and federtd providers, to maximize 
its resources and make rexouri es optimally avail- 
ahle to VA beneficiaries. VA already has broad 
aulhoniy for shanng resources. It.s sharing program 
allows medical facilities to share high-cost special- 
ized resources with communities and academic 
affiliates. It also shares resources and. in some 
cases, enters into joint ventures to share facilities 
with the Department of Defense. VA must have the 
authority to pursue sharing even more aggressively. 
For example, it could seek out opponuniiies to 
offer its specialized services to external providers 
as a contractor, enter into joint ventures with acad- 
emic or community providers to develop satellite 
primary care clinics, or contract for underdevel- 
oped VA services, such as primary care. Congress 
and VA Central Office should allow local managers 
to make contracting decisions consistent with a 
centrally approved missirm assignment. 

B VA must emphasize its specialized services- 
spinal cord injury medicine, geriatrics, long-term 
care services, readjustment counseling, environ- 
mental medicine, all types of rehabiliiaiion set- 
vice.s. prosthetics and sensory aids and mental 
health ser\'ices—as the centerpiece of its health 
care deliver^' sy stem. These are the services the VA 
medical system was created to deliver. Efforts to 
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create ''mini health maintenance organizations*' 
within the VA without highlighting special ser- 
vices are likely to fail. The private sector has far 
more experience with marketing, finance and other 
expertise associated with managed care delivery. It 
also has more resources on hand to compete in this 
arena. For VA to succeed, it must distinguish Itself 
from other, better establishcNl organizations. VA 
can do this by promoting its specialized services, 
for which it has developed expert and, in some 
instances, unique programs for care delivery, as 
the focal point of its health care delivery efforts. 
To bolster this campaign. VA should also highlight 
the research and medical education that fortify 
these programs. 

B VA is the ideal test-site for the creation of practice 
parameters, particulariy for its specialized ser- 
vices. As the nation moves to develop more con- 
sistency in its clinical decision making, the VA 
medical care system should be at the forefront of 
such effoits. VA clinicians and researchers have 
responsibility for treating a large number of indi- 
viduals who need specialized services, such as 
prosthetics and orthotics. spinal cord injury medi- 
cine arKl post-traumatic stress disorder treatment. 
Incidence of such conditions in the genera) popu- 
lation is low. thus making VA a particularly suit- 
able site for the development and implementation 
of these types of protocols. 

B VA must fulfill its Congressionally assigned mis- 
sions as researcher, educator and contingency 
provider of health care in times of national emer- 
gency. The nature of these missions preserves the 
character and distinctiveness of the VA medical 
program and enhances the quality of patient care. 
VA's role in academic medicine is mutually benen* 
cial to VA and to the medical community. VA ben- 
efits through the arrangement by having a reliable 
inflow of clinical providers who arc supervised by 
some of ihe nation's premier professors of medi- 
cine. who in turn help to maintain the integrity of 
medical care delivered. The medical community 
benefits by having access to a leaching venue and 
research facilities where it can explore clinical 
issues of interest to veterans and the nation. 


Construction Programs 139 

VA must shift the emphasis of its consiniclion pro- B 
gram from “bricks and mortar** construction to expan- 
sion of primary care access, improvement of the 
infrastructure to make facilities more modem and 
attractive, and thus more competitive, and expansion 
of long-term care capacity in both non-in.stitulional 
and institutional setting.s. 

B Making VA care geographically accessible is key 
to VA’s success in retaining and recruiting new 
patients. If the Veterans Health Administration is 
to successfully compete for an expanded universe 
of patients, especially those who will pay for their 
care through third-pany reimbursement, then VA 
must provide services both these new recruits and 
VA*s currenl users need in accessible, attractive 
and modem care venues. 

B Expansion of VA ambulatory care is crucial. While 
VA has an incrca.singiy reduced need for inpatient 
beds, it must place greater emphasis on developing 
its ambulatory care program. VA currently operates 
357 outpatient clinics. If it is to be comparable lo 
the private sector, however, VA will have lo 
increase its number of outpatient clinics, locating 
them in areas where they are accessible lo veterans. 

B VA can e.xpand access to primary and preventive 
cart by leasing, through sharing agreements, or by 
contracting out for these services. Although, in 
some cases, VA will have to contract with local 
providers to make care accessible to veterans at a 
reasonable cost. VA must ensure that these 
providers meet or exceed VA performance stan- 
dards and have information systems that can 
directly interface with VA*s. Wherever possible. 

VA should maintain operational control over local 
clinics to ensure that VA is able to maintain its 
identity as a provider for veterans and maximize 
veterans' exposure to system providers who can 
best meet veterans' special health care needs. 
Although the VSOs are supportive of exploring 
alternative routes to creating points of entry into 
the system, we do not suppoii wide-scale efforts to 
mainstream the system. 
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140 ■ The of the veteran population merits rapid 

m expansion of VA long-term care uliemaiives. The 
Veterans Health Administration needs to care for 
the growing population of aging veterans by 
increasing access to community and home-based 
allcrnalives for long-term care and increasing the 
number of nursing hon>e beds to meet (he needs of 
(he aging veteran population. VA should make 
some institutional long-term care available by con- 
verting inpatient hospital beds to nursing home 
care beds. Remodeling hospital beds to nursing 
home beds is less expensive than new nursing 
home construction 

B Congress's unsteady appropriation of construc- 
tion funding and costs associated with construc- 
tion cause problems in the timeliness and expense 
of major VA projects. Congress intermiitenily 
funds these projects, which causes delays in con- 
struction and, thus, adds to taxpayer expense. 
Once Congress authori/os a project. VA should 
receive a multi-year budget authority for the total 
cost of (he project, to ensure that it does not have 
to delay construction. Similarly, when Congress 
authorizes a major project, it should guarantee that 
activation funds for staff and equipment will be 
available once the project is complete. 

■ VA must continue to adopt private-sector business 
practices to operate its construction program By 
and large. VA's major construction projects siill 
take too much time and are far more expensive 
than comparable private-sector projects. Compeii- 
live bidding in the construction industry is bring- 
ing down private-sector constructiem costs for both 
designing and building facilities. Other innova- 
tions shift accountability for cost overruns, at least 
panially. to the builders. Many of these innova- 
tions need to be further instituted in VA. 

Benefits Programs 

VA has made little improvement on the delivery of 
entitled benenis to veterans. Huge backlogs of claims 
for compensation and pension exist and the appeals 
process is unreasonably lengthy. Veterans cannot 


access the direci benenis, like vocational rehabilitation 
VA provides, on which they may rely to be re-oriented 
to productive occupation. Demand for services from 
the .National Cemetery System is growing, while 
resources, including open burial space, are dwindling. 
Staffing, equipment and funding must better match 
VA's benefits administration needs. 

■ Reasonable timeliness standards must be applied 
to the administration of benefits and services. Vet- 
erans* entitlement and their timely and accurate 
delivery are inseparable. Only a minimum timeli- 
ness standard for adjudicating benefits claims and 
providing vocational rehabilitation services will 
ensure veterans of the adequate delivery of their 
entitled benefits. 

B Mandatory spending accounts should fund appro- 
priations for administering veterans ' entitled ben- 
efits. Adequate funding will allow the Veterans 
Benefits Administration to recruit and retain a suf- 
ficient number of well-trained employees to 
ensure timely claims adjudication by creating a 
rational system of measures (hat establishes a 
workforce mindful of and in concert with estab- 
lished workloads. In short. VA should realistically 
a.ssess its employment needs based on reasonable 
timeliness standards. 

B Relatively smalt investments in automated data 
processing systems for benefits administration 
would allow VA to meet reasonable timeliness 
standards. VA officials have slated that purchase 
of reliable compuier hardware would allow veter- 
ans* benefits adminisiraiors to significantly reduce 
its claims backlog. 

B The Naiional Cemetery System should be main- 
tained as a system of shrines available to veterans 
in sites pro.ximate to their homes. Adequate staff 
and equipment must keep pace with increasing 
demand for services. 
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Appendix D 

STATE AND TERRITORUL HEALTH CARE REFORMS 


Statf. or Territory 
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Creation of Medicai. 
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li 

ALABAMA 

NO 

NO 

NO 

NO 

NO 

mm 

NO 

NO 

ALASKA 

NO 

NO 

NO 

NO 

YF^ 

^^9 

YES 

YES 

ARIZONA 

NO 

NO 

YES 

YES 

YES 

YES 

NO 

NO 

ARKANSAS 

NO 

NO 

NO 

NO 

YES 

NO 

NO 

NO 

CALIFORNIA 

NO 

NO 

YES 

YES 

YES 

NO 

YES 

NO 

COLORADO 

NO 

NO 

YES 

NO 

YES 

YF^ 

YF-S 

YF5 

CONNECnCLT 

NO 

NO 

NO 

NO 

YES 

YES 

YES 

NO 

DELAWARE 

NO 

NO 

NO 

NO 

YES 

YF-S 

NO 

NO 

DISTRICT OF COLUMBIA 

NO 

NO 

NO 

NO 

YES 

NO 

NO 

NO 

Fl^RIDA 

YES 

NO 

YES 

NO 

YES 

YF5 

YF.S 

NO 

GKORCIA 

NO 

NO 

NO 

SO 

NO 

YES 

YES 

NO 

HAWAII 

YES 

YES 

YES 

YES 

NO 

YES 

NO 

NO 

IDAHO 

NO 

NO 

NO 

NO 

YES 

YES 

NO 

YES 

ILLINOIS 

NO 

NO 

NO 

NO 

YES 

YES 

YES 

YES 

INDIANA 

NO 

NO 

NO 

NO 

YES 

NO 

YES 

NO 

IOWA 

NO 

NO 

YES 

NO 

YES 

YES 

YES 

NO 

KANSAS 

NO 

NO 

YF^ 

NO 

YF^ 

YES 

YES 

NO 

KENTUCKY 

NO 

NO 

YES 

YES 

YES 

YF-S 

NO 

NO 

LOUISIANA 

NO 

NO 

NO 

NO 

YES 

YES 

YES 

NO 

MAINE 

NO 

NO 

NO 

NO 

YES 

YES 

NO 

NO 

MARYLAND 

NO 

NO 

NO 

YES 

YES 

YES 

NO 

NO 

MASSACHUSETTS 

YES 

YES 

1996* 

YES 

YES 

YES 

NO 

NO 

NO 

MICHIGAN 

NO 

NO 

NO 

NO 

NO 

NO 

NO 

YES 

MINNFiiOTA 

YES 

NO 

YES 

NO 

YES 

YES 

YES 

NO 

MISSISSIPPI 

SO 

NO 

NO 

NO 

YES 

YES 

YES 

YES 

MISSOURI 

NO 

NO 

NO 

NO 

YES 

YES 

YES 

YES 

MONTANA 

NO 

NO 

NO 

NO 

YES 

YES 

YES 

NO 

NEBRASKA 

NO 

NO 

NO 

NO 

YES 

YES 

YES 

NO 

NEVADA 

NO 

NO 

NO 

NO 

NO 

NO 

SO 

NO 

NEW HAMPSHIRE 

NO 

NO 

NO 

NO 

YES 

NO 

NO 

NO 
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State o« Territory 

Ul 
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M 
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Health Insurance Pui 
CHASING Cooperatives 
Managed Competitio" 

a 

< 
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iA 

Of 

< 

T 

is 

Creation of Basic or 
Standard Benefit 
Packages 

Creation of Medical 
High-Risk Pooij. 

•Medical Savings 
Accounts 

NEW JERSEY 

NO 

NO 

NO 

NO 

YES 

YES 

NO 

NO 

NEW MEXICO 

NO 

NO 

YES 

NO 

YES 

YES 

YES 

N 

NEW YORK 

NO 

NO 

NO 

YES 

YES 

NO 

NO 

NO 

NORTH CAROLINA 

NO 

NO 

YES 

NO 

YES 

YES 

NO 

NO 

NORTH DAKOTA 

NO 

NO 

NO 

NO 

YES 

NO 

YES 

NO 

OHIO 

NO 

NO 

YES 

NO 

YES 

NO 

NO 

NO 

OKLAHOMA 

NO 

NO 

NO 

YES 

YES 

YES 

NO 

NO 

OREGON 

YES 

YES 

I997^** 

NO 

YES 

YES 

YES 

YES 

NO 

PENNSYLVANIA 

NO 

NO 

NO 

NO 

NO 

NO 

NO 

NO 

PUERTO RICO 

YES 

NO 

YES 

NO 

YES 

NO 

NO 

NO 

RHODE ISLAND 

NO 

NO 

NO 

YES 

YES 

YES 

NO 

NO 

SOUTH CAROLINA 

NO 

NO 

YES 

YES 

YES 

YES 

YES 

NO 

SOUTH DAKOTA 

NO 

NO 

YES 

NO 

YES 

NO 

YES 

YES 

TENNESSEE 

NO 

NO 

NO 

YES 

YES 

YES 

YES 

NO 

TEXAS 

NO 

NO 

YES 

NO 

YES 

YES 

YES 

NO 

UTAH 

NO 

NO 

NO 

YES 

YES 

NO 

YES 

NO 

VERMONT 

NO 

NO 

YES 

NO 

YES 

YES 

NO 

NO 

VIRGINU 

NO 

NO 

NO 

NO 

YES 

YES 

NO 

NO 

WASHINGTON 

YES 

YES 

I995-99** 

YES 

YES 

YES 

YES 

YES 

NO 

WEST VIRGINU 

NO 

NO 

NO 

NO 

YES 

NO 

NO 

NO 

WISCONSIN 

NO 

NO 

NO 

NO 

YES 

YES 

YES 

NO 

WYOMING 

NO 

NO 

NO 

NO 

YES 

NO 

YES 

NO 


* Mnuchusctiv' emptoytt mMiiir u wtwdukd to uke efTcri h> 1996. However, repetl of ihe rrandMr n a disiiaci po&&ibtliiy 

**Oregoo and Washin^on's employer maixlMn need fcdenl waiver ruraplioia from the Empivser ttfurrmrnl Imme 5f<utir\ Act 
(ERiSA) [r boOi MMey however, repeal of the mandates ts a diMiaci pouiMNiy 
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Appendix E 

GLOSSARY 


A 

ADC (Average Daily Census) 

Average number of paiientv cared for 
per day dunng ihe reporting period 

ADHC [Aduk Day Hedth Can) 

A program rhai ptuvide% medical. 
rchatMliuiivc. social, recreational and 
health education services to veterans in 
‘i congregate seriing during normal 
working iKHirs 

ACGME (Arr/erfiU/iPff Caancii of CroJ* 

ttoie Medted Education) 

An organuation whove re&portsibitiiies 
include establishing siaisdards for 
leaching hospitals' ireaimeni of 
medical residcnls 

AHA (Anericm HospilaJ Assoctalionl 

ALOS (Aveni^ l^icngth oTStay) 

Number of iopaiieni days for 
discharged patients divided hy total 
number of discharges: c<)uivateni to 
rhe average number of days for an 
inpatient episode of care 
Ambulttory Cire 

Medical tieaimerM provided without an 
overnight hospital stay, including some 
forms of surgery. non-emergetKy 
csaminaiMMi. diagnosis and ireatrnent 
of medical conditions, and laboratory 
and other diagnostic lestirtg 
Synonymous with outpatieni cair 
AMVETS (A«fhcdii Vrtemu of >W //, 

Kona^oudVttinami 

A veterans service orgamaalKMi and 
coauthor of the Independcni Budget. 

B 

Bask Benefit Package 

A list of specinc services covered 
under an insurance contract Also, ser- 
vices determined to meet minimum 
requirements for meihcally necessary 
care authorized under specific 
legislation. See also: Uniform Benefit 
Foikagt 

Bio-PsychthSoctai Propuns 

Mental health programs that consider 
biological, psychological and social 
causes of mental illness. 


C 

C&P iCompfiuadon and Pentioat) 

The organiraiional component of Ihe 
Veterans Benelirs Administration that 
processes vetetans' claims and 
administers payments for 
compensation and pension hersefiis. 

CipiUJ Ftdlities lavetilory 

A system the VSOs recornmend to 
mainiam a current informaiion hase. 
which would enable VHA to Jetemune 
major construction pnoket needs. 

CtpiUlwn 

A fued aiTinuni paid per person to 
cover services over a peiKid of time, a 
rued, per capita puymeni. 

Care Mips 

hlahorate cniical pathways that show 
the relationship of inicrvcniions to 
immediate outcomes over a set period 
of lime 

Carry-over Autlionfy 

The authority granted to a federal 
agency that enables it to retain residual 
appisipnaied funds fmm one fiscal 
year to the nett, reduces unneces.saty 
spending of funds n the end of a fiscal 
year 

Catastropkk DbabiUty 

A liisability that requires cosily 
treaimenl. one that is catastrophic to 
Ihe patient's or family's finances. 

Calefory A Vrierans 

Servicr-dnableJ veierans. et-POWs. 
Veterans of World War I or earlier con- 
fljcia. veterans exposed lo ionizing 
rudioJion and Agent Orange. VA 
pension recipients, veierans with Med- 
icaid and otlwr low- income veterans 
Category A veterans are entitled to the 
provision of hospital and some forms 
of outpatient care Also leferred to as 
Manthtory or Core Gntup veterans 
See Appendix B 

Ctvilijo HetiUi and Medical Pnmm of 
die IniforTOed Servkts (CHAMnlS) 

A federal health benefits program that 
pays for medKul care delivered by 
civilian providerN tu retirees and 
dependenis of active and retired mem- 
bers of (he uniloimed services. The 
Oepartmeni of Defense iDOOt admin- 
isters the program 


Cl ARDS (Centrd InleOigence Agency 
(CIA) Reonment and Dvob^ bysum) 

CIRO (Cluef InformatioH Resources 
0/Jicer) 

Veterans benefits ofTicial responsible 
for dcpahmental informanon resources 
management actrviiies. 

Cttaktl Preetke Guidefton 

Standards developed to assist 
practitioner and patient decisions about 
appiopnaie care in specify climral cir- 
cumstances 

CMD (Chief Medkd Dinctor) 

Former title of head of the Veterans 
ffeahhAdminisirationfVffAMnow ihe 
Dcpaitmetit of Veterans AKain Under 
Secretary for Heahh) 

CX)LA (Cost of Uring Adjustment) 

increase in benefits to compensate for 
use in the cost of living due to 
inOation; usually provided on a yearly 
basis. 

Compensation 

The appropriation account that 
provides for compensation payments h> 
servKe-coRnecied disabled veterans 
and their survivors. 

Critka) PatKs 

Clinical management tools that 
organize. sequerKC and time the major 
interventions of nursing staff, 
physicians and other hospital 
depanments for a panicular case type 
or condition 

eV'A (The United Stales Coun of 
Vetenns A^eds) 

An Article I court, established under 
PL /OOdM7. with exclusive 
jurisdiction to review final Bojid of 
Veterans' Appeals (8VA) decisions 

CRC (Community Residentid Can 
Program) 

Provides rrsideniial care to veterans 
who do noi require hospital or nursing 
home care but who cannot live 
independently, ihe veteran pays the 
cost of this care. 

CSRS (Civil Serrke Retinment System) 
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144 D 

^ J)k\ (DisahUdArntricanVeterottSi 

A veiei^ns' scr^KC nrgani/atton ;tnd 
coauthor uC the inJrpendfni HuJuct. 

DHH5 (DepartmeiU oj Heahh and 

Human Stnietti 

DiC (Otpendency and Indemniiy 

Comptnsationf 

Paid 10 the -Airviving spnuscvor 
children ol service persons nr vetemns 
whose deaths occurred while nn xtive 
duly nr as a resuli ul servicc-connccicd 
disabilities. 

Discharge Rate 

The (alio of' the number of inpatienis 
treated in ihe clieiM population base, 
usually e»prevscd as a rate of inpatients 
per I .(IflO veterans 

1)00 (l^partmtni of Defense) 

E 

EJif;ibiljt) 

Eli^'ihilii) cnlerta are calepori/ed hy 
scrvice<onnec(ed status, income levels 
and other fiKiors: eligible veterans 
may receive VA health services if 
spocY and resources are available Ser 
vice connected veterans arc eliginie Icir 
the full spectrum nf VA medical care 
services, see Appcndis 8 or Table h 
(nr entitlement and eligibility cnieria 

Rnhanctd I'se 

A leasing agreement m which unoccu 
pied or undcroccupied VA fxihties 
lease space to ectental pariK's for 
MMiviiies that will henelit VA. 

Rotilkmenl 

An unequivcKal. statuinry cntnmiiment 
Hy Congress to provide a speciHc hen 
cfll. such as health care, to cenam pop 
ululiuns who meet (he eligibility 
criteria established hy law VA is 
required to provide henrfils in veterans 
who are entitled to progiams under 
Veterans Benefits Administration cntc- 
ria and inpatient and some forms of 
iMjtpatieni care in veterans entitled to 
VA medical care system ireaiment. 

F 

RDPP (FadSty Development Planning 

Program) 

.A component of the cuneni Medtcul 
Care Resource Management Program 
VHA tLsCs to identify current and 
projected fxiliiy needs at individual 
medica) centers 

FRRS iFederal Employees Retirtmeni 

System) 

RTF (Full-time Employee) 

FTER iFulFtime Employee E^uivakMf 


G 

GAO (General Accounting Office) 

GEM (Geriatric Evaluation and Manage- 
ment Unit) 

Units at VA medical cemers that assess 
elderly patients' medical, lunciional. 
psychol^ical ared environmental 
conditions. 

GIF (Guaranty and Indemnity Fund) 

The fund's ptincipal objective is to 
encourage and facilitate CKiension of 
favorable eredil terms by pnv jie 
lendeis to veterans for the purchase, 
cuostructmn or improvement of homes 
fur veterans and their families. Autho 
n/eil hy the IV/erom 
Amrntlmrni \ At tt>f this fund 
finances all operations nf Ihe Ltsan 
Guaniniy Piogram lor loans closed on 
nr after January I. 1990. except manu- 
factured home loans guarartieed under 
JK U.S.C. Se*\ loans guarunleed 
under (ft non /X/ftgJ. and mast 
adntimstraiive emtv 
GOE (General Operating Fjcpenses) 

The appropriation xcount for the 
admmisiratkm ol m>nmedical benefits 
and suppnn functions; includes the 
Veterans BenefiLc Admmisiralion the 
National Cemetery System and genera! 
odministratHin aciiviiies 
GRECC (Geriatric Research, FJucation 
and Clinical Center) 

VA centers that advance gcriainc and 
gerontological research, educaiKin and 
clinKul achievements and their iniegia- 
lion into the VA health care system. 

H 

HBHC (Hospital-Based Home Care) 

Pitigrams that allow the early 
discharge of chronK'ally til veterans to 
thcif ownh4«mes 

HCMI (Homeless Chronically Mentally 
ill Veterans Program) 

A VA iiutreoch program that idennrics 
and serves homeless, chronically men- 
ially ill veterans. 

H\XjV(Home Loan Guaranty Program) 

ProvKles hnersing cicdii as-sistancc to 
eligible veterans oml miliioiy 
personnel. 

Hospict Prt^rvn 

l^nidcs inpatient palliative care f(»r 
icrminaJly ill patients 
HPSAPf/feoifA Professional Scholarskip 
Assistance Programs) 

Provides physicMn. nurse, physical 
therapist and other health picilessinns 
scholarships. 

HCVA (House Committee on Veterans 
Affairs) 


IBVSOsflndepef^t Budget Veterans' 
Service Orgamzadons) 

Veterans' service organiraiiun 
coauthors of the l/uiepe/Hirni Biuigei. 
•iHlucling AMVFTS. Disabled 
Amcncan Veterans. Paralysed Veterans 
of AmeiKa and Veterans of Frueign 
Wars ul the United States. 

IncrcmenUl Reform 

Describes various step-by-sicp 
approaches to health care reform that 
uiili/e modest changes lo the current 
health core system to increase access 
to health care servKes and c'overage. 
Exanipks include pmhibiimg pre- 
existing condition exclusions in heolih 
insurance, malpractice ton reforms, 
community-rating and mcteasing the 
tax-dcduciihtlily of health care 
coverage foi the sell employed 
InpttienI Services 

Those services that require patient 
admission to a health care fwciliiy. 
Insurance Refom 

Incremental relnims aimed at limiting 
resinciioRs on pre-existing conditions, 
allowing porlahilily of msurunce for 
individuals changing jobs and 
guaranteeing policy renewahiliiy 
(exc-epi fm- reavonahk cause, such as 
nonpayment of premiums) 

Iniermediiite Care 

A medical bed section in a VA hospiiaJ 
ihai serves as a reservoir for patients 
with intensive care needs or chronk* 
illness 

Invesimenl Fund 

A fund the Ameruan Hrtillh Sin nrM 
A(V originally proposed: would have 
pooiJed VA with billion dollars 
incrementally over three years for 
inodrmi/aimn and inlta.struclure 
impiovcment 

IRM (Information Resources 
Management) 

An entity responsible fui managing 
the system's or depanmem's databas- 
es arid computer resources. Also 
may refer to a strategy based on the 
piins'iple that inlormaiion is u 
resouice that should be managed 
from the highest level of an 
orgjmralion 

J 

JCAHO (Joint Commission on Accredita- 
tion of Health Care Organnations) 

Provides cnieria and surveys hospnafs 
for accreditation, which alilrms that an 
organization has met standards associ- 
ate with quality health care delivery. 
VA voluntarily s-umplies with JCAHO 
standards 
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L 

LGRF (Ijmm Gattftuty RtfotviMg FaaJ) 
FumK ihe Hon-admimsirative expenses 
incident to ihe mmagement and sale of 
properties acquired when program bor- 
rowers fail to make iheir payments on 
VA-guarameed or -insured loans Rev- 
enue is derived pnncipally from Ihc 
sale of homes for cash, the sale of 
loans and colleclioa of a funding fee. 
Ldog'tenn Cvt 

Non-acute care services that require 
more than 30 days of treairnem 

M 

Major Constnictioa 

VA constiuciioa pro^'is costing S3 
million or more: also refers to the 
appropriation kcoum that funds such 
projects. 

MAMOE (MedkdAdmuustrttioiiMJ 

MitceUaaeoiu OptratiMg Expenses) 

The appropriation account that 
provides for the adminislralion of all 
VA medical programs. 

Managed Care 

A system of health care delivery that 
manages the uulization and cost of ser- 
vices and measures performance. The 
goal is a system that delivers value by 
giving people access lo quality, cost- 
effeciivc health care 
MCCR (MeiEcel Cart Cost Renwy) 
Program to collect veteran copayments 
and reimbursable costs from third- 
party invurcrs for medication and 
hcalih care services. 

Medkal Saving Account fMSAJ 
Pre-tas income accounts for health 
care costs. This aaangement gives 
consumers a financuil incentive to con- 
trol ihetr own health care costs. MSAs 
combine a high-deductible heatih 
insurance policy with an individual 
savings account. The heakh insurance 
policy provides insurance protection 
for large mcdtcal bills, while the 
savings Kcouni provides a source of 
funds to pay small medicaKcspenses 
out-of-pocket 

Medicaid 

A medical assistance program funded 
by the federal and state governments. 
Under federal regulatiorts provided by 
ihc Health Carr Financing Administra- 
tion tHCfA), each stale administefs 
Medicaid betierMs to ''caicgoncally 
needy" individuals, who receive publK 
assistance because they are poor. aged, 
blind or disabled. States may also pro- 
vide Medicaid scrvKes to the 
“medtcally needy." who have incomes 
too high to be coaMdenrd "categorKal- 
ly needy" yet arc still unable to afford 
health care coverage 


Medicare 

A program administered by ihe Health 
Care Financing Administration; pays 
certain hospital and medica] eapeases 
for those who qualify, pnmarily those 
over age 65 and disabled individuals 
BerKfils arc provided regardless of 
income level. The program is govem- 
meni-vubsidired and govemmem-oper- 
aied. Medicare Pan A. Hospiul 
Insurance (HI), provides for inpatient 
hospital services and post -hospital 
care Part B. Supplemental h^ical 
Insurance tSMI). pays for medKiUy 
necessary doctors' services and other 
services and st^lics Pan A does not 
cover Enrollment in Pan B is 
voluntary and avatlahlc for a small pre- 
mium. 

Minor Constniclion 

VA cunMniction projects cnuing lets 
than S3 miihon. also refers to the 
appropriaiiun accouni that funds such 
projects. 

N 

NCS {Notional Cemetery System) 

TTie VA agency responsible for manag- 
ing the national cemetery system and 
for interring and providing related ser- 
vices for deceased veterans, aciive 
duly members of the Armed Forces 
and their eligible dependents 
Non>Servic«*CoiuMCicd (NSC) Pitknts 

Veteran patients who do not have a 
military servKc-relaied injury or 
illness 

NSLI (National Serrice Lift Insurance) 

Trust fund started in IMA as the 
linarKing mechanism for World War II 
insuraiKe Oosed to new issues in 
195 1 Income is derived from 
premiums, interest on invesiments and 
transfers from Veterans Insurance and 
Indemnities appropriation 

O 

OASDI fOIdJ^e, Sunivon and Disabili- 

ty Insurance Benefits) 

The Social Security cash beneni 
program 

OBRA fOmu^ Budget ReconcilktioH 
Act of 1990) 

An act to meet 1995 deficit reduction 
targets. 

OBRA *93 (OtMthts Budget Reconcilia- 

tian Act ^ i993) 

An act lo meet 1999 deficit reduction 
targets. 

OcraptBcy Rate 

Ratio of average daily census to the 
average number of beds in a repontng 
penod. 


0MB (Office of fdanegement and 

Budget) 

The agency responsible to the 
executive braiKh for devclopinf 
economic assumptions and agency 
budgets for the federal government in 
each fiscal year. 

OSHA (Occupa t ional Safety and Heobh 

Adnuaistratioa) 

Outpatient Cait: 

See Amlmfoiory Carr 

Oatpabenl Dot Rate 

Ratio of outpatient visits to the loul 
veteran population. 

Outp^lent Vsits 

Visits by patients who are not lodged in 
the hospital while receiving medKal. 
dental or other services. In the VA 
health care system, a visit may consist 
of one or more clinic stops. (Each lest. 
cxaminalHm. treatment or procedure 
rendered to an ouipaiient counts as one 
ciinK stop.) 

P 

P<;.K-y«|.to (MreOJ 

Knforctmem mechanism created by 
the Budgei Enforcemmi Act that 
requires that any enacted legislation 
that either reduces revenues or MKtca.s- 
cs mandatory spendiag above the base- 
line be offset equal revenue 
increases or mandatory spending 
reductions. If a full offset is not enact- 
ed. then a pay-as-you-go sequester will 
be triggered Abo referred to as 
PAYGO. 

P&SAS (hastkedcs and Sensory Aids 

Serrice) 

The entity within VHA whose goal is 
the provision of prosthetic and urthotic 
appliances and sensory aids lo 
veterans. 

Peoskim 

1)16 appropriation account that 
pruvidM pension payments, subject to 
an income standard, to war-time veter- 
ans who are petmaneiuiy and totally 
disabled from non-service-connected 
causes, and their survivors 

Pluinnacttitical Unit Otne Pnigrvn 
A system that minimizes phannacy 
costs by packaging and dispensing 
drugs in singlCHlose quantities. 

Pndke PiriiDrtm 

Strategies for patient ma iu g e ment 
developed to assiu physicians in clini- 
cal decision making 
Also referred to as Cfin*ro/ Peocuer 
Cmidelines. 
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Prectkt SUadards 

Specified principtes and prucedures for 
which there is vinual unanimity 
re{!anling (he health and economic 
con«ec|uences of inier\eniiun. 

/Vo Sf Appeal 

Appeliaie ra»e> in which ihe liiigani 
unrepresented by counsel 

KTSD (Pou-Tnumatk Siren Oaorderl 

A (KychiahK condition caused by a Oau 
malic experience, such as cnmbii 

PVA fPon/yzM/ Velennf of Aatenro^ 

A veterans' veiMce organicalion and 
coauthor of ihc Mtpetdent Bvdgfi 

Q 

QMV1Pf(>M/(9 Measurtmeni anJ Mu‘ 
agemeitt rrojeei) 

The Amencan Ho\pttal Associatioo's 
proyect established to design a system 
for monitonng quality assurance 
through outcome indices. 

Qaaternary Cart 

iniensisc. htgh-cosi therapy for ma^ 
illness or injury, uliluing spcciahred 
priifcssioiul teams 

R 

RAM (Retottrte AliceaHoa Model) 
Formerly used sygem for diMribution 
of resources in VA system based on 
diagnostic related groups (DRGsl 
Ratioi Boards 

A panel of benefits' claims 
adjudicators whose responsibiliites 
include assigning disubiliiy ratings in 
veterans who claim service-connected 
disorders 

RB l/teadjustmeni Benefi/s) 

The appropriation account that 
provides payments for education and 
training, for eligible veterans and 
dependents, and as special assistance 
to veterans with disabilities 

Respite Ctre 

(Vogranu under which the elderly or 
people with disabiliiies are imtiiunnn- 
alired peruidicaliy lo allow a relief 
period for the patients' caregivers 

RO (KegiotuI (^e) 

Brntfiu —An office in one of $8 
geographical areas responsible for 
administering veterans' benefits 
Medical- An office in one of four 
geographical areas responsible for 
administering medical care benefits to 
veterans. 


RPM {ftesourci RtoMutg and 

MarutgemeM) 

Strategy formulated by (he Veterans 
Health Administration to achieve com- 
prehensive imegralion of sirategK and 
operational planning, budgeting and 
operational management of the VA 
health care system. 

S 

SeVA {Senate Committee on \etemnt 
Affein) 

SDVI iSetyke-DisabUd Vetenas 

Insaranee) 

The fund finarKing claim payments on 
non participating policies issued to ser- 
V ice-disabled veterans who served in 
ihe Armed Forces after April 23. 1951 
The program provides insur«ni.c cover 
age for service-disabled vererans at 
gandardraics Claim payments 
exceed premium receipts each year 
Funds are derived nuinly from 
premiums and payments from the Vei- 
erans Insurance and Iridemnities appro- 
priation. 

Serondiry Cart 

Therapy for acute short term illness or 

injury. 

SequnlratkHi 

The cancellation of budgetary 
resources provided by discretionary 
appropnations or a direct spending 
law A sequester will occur if a discre- 
tional spending limit is breached, if 
revcDuev are cut below or mandatory 
spending is increased above the 
havdinc without ufTsetting changes to 
eliminate any impact on the defKii. or 
if Ihc deficil maximum set fur the year 
is exceeded 

Scfricf-Coaoetted PatiMif 

A veieran wiih condiiions resulimg 
from illness or injuries sustained 
dunng military service 

SOLI fSernceaien'f Group Life 

Insnnnee) 

Sharing 

Refers to federal agencies sharing 
heddi care servKes (usually high-cost 
or htgh-iechnology services) wiih com- 
munii) or private sector providers, or 
with other federal agencies Sharing 
agreements have legislative auihonty 

Small Marid Reform 

PioposaH that wuuld itntiiute practices 
(hat enable smaller firms lo obtain 
insurance at competitive rales Most 
proposals guarantee small groups 
access 10 insurance, resinct coverage 
cancellations because of high 
utilization, require insurers lo cover all 
small groups (if they offer insurance to 
any), and stabilize premium rates 


$S A (Soeifl/ SecMriiy Adnuiustnaan ) 

The govemmenul entity responsible 
for the administration of SSI (see 
below). 

SSDVl (Su^menlai Serwe-Duehted 
Veterant Insurance) 

SSI iSuppUmental Security Income) 
Social Secunty counierpan lo 
veserans* Pension Program 

Standard Bendil Pachase 

A standard set of services covered 
under healih insuraiKC or a hcalih 
plan. In Ihe health reform process, 
consideration was given lo maisdaiing 
a minimum basic tenefit package. 
whKh would permit purchasers to 
compare plans for cost and lo prevent 
risk selection by the plans See also: 
Banc Benefu Package 

Suppreaed Demand 

the difference betweca ihe expected 
workload of a given heahh care setting 
and the actual workload. Suppressed 
demand resufis from inadequate 
operating resources and is manifested 
by paiieni lumaways and unmet needs 

T 

Tertiar} Care 

Definitive therapy for major illness or 
injury, utilizing spectahr^ profession- 
al skills and techniques. 

Third-Party Rrimburttcnefit 

Payment for health care services by an 
interest other than the patient or 
provider, such as an insurance 
company or the government 

U 

UncompcflBtrd Cart 
Refers to hospiul care provided fur 
which the ho^ita) receives no 
payment from a patient or insurer. It is 
the sum of a hospiul's "bad debt'' and 
the chanty rate it provides 
lodtr Stcrtlary of Health 
Title of head of the Veterans Healih 
Administration (VffA) (formerly Chief 
Medical Director (CMD): tepons lo 
(he Secretary of the Depaitmeni of >An- 
erans Affairs. 
tnnHNccd 

The difference between the health 
care needs of a population and ihe 
healih care scrvKCs actually 
delivered. 

USGLIF WS. Goremmeni Life 

tiuurunee) 

Trust fund staned in 1919 as ihe 
financing mechanism for converting 
insurance issued under the War Pi$k 
Insurance Act of September 2. 1914. as 
amended Clos^ to new issues in 
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April I9S I . tacocM it <krived horn 
uMmM OQ iBvciincMt tod tnatfen 
fitvin VetertM Intiifmcc and ladnoM- 
bes tpprophHKM. 

V 

VA af tterau AJfan) 

IHxiMrfy. VetertM AiteiflistzttkMi. 

VACO (Vnemu Affm CmMf Qtfiti) 
Ttc iKKkfMnm fcv #e opaann of 
OcpwncM <d M»et AAin pnjpwm. 
toemwW^w^ttvOC 
VAMC ftiMw Aff^ Crattr; 

One of tfic 171 hoipiiils to 

•dminijiennf vetenn*' hcrdtli beoeftts 

VBA (VOnju Btntfio AJmuiatmiom) 

The Veterans AITatn campooent (hai 
•dnuMum (he VA's non-medicaJ ben- 
efitt and tervices lo veterans «mJ thru 
d e p e ad enu Ifennaly VA's Deperunew 
of Vetenat Beneftu). 


VU fVrtrm infntd Ituan^t) 

VS fUrtrimai Smica) 

The componeM of (he V etcra n i 
Bcaefiu ArhntaisOttion that provides 
infonMlioa, advice and aiamance 
refarduif benefitt to veterans nd (heir 
de ptn d ta tt and airvivort 

ySUOAltmuSftaalUftluMnact) 
ySO (Vntnas' Sariet Ortuit0ion) 

Aa orfanizadoo advocaont die ri^its 
of veterans 


VdciiM’ ladMria 

PrapBOtt devoted to adiencinf 
Mnpatred veteram' iadependeu bviny 
ihiMi 



A veeerant' service orianuabon and 
coowdtor of the /ndrpMdMi Bitdgtt 

VGU fHdem Gmp lasatmier} 
VHA rMMv Ifedi* 

The VA a^oKy RipiaaUe for tkhvoifls 
i n gh ca icara; farmBiy. VeaDma HeaMi 


V1AI (Vntnm /juwhm ad 
/•driMiWee) 

The appropriation (hat provides 
pa)rmcni forcstta bazanl costs to dw 
Kaooaal Service Life Insurance and 
United SCMea Govctiuneai Life 
Iwswfinpc: Hippt w nenu ihe Scrvico- 
Disabted V etd an a lastnnce Fund and 
piovMks disoet payoseM to policytold- 
cn. also provides funds for expenses 
of the Veterans Mcrtfafe Life 
liouranoe ftofnei- 
VMU DtaMsMar^^ £^# 


A profrarn funded by (be Veterans 
Inturioce and Indernmtka 
■ppopriatkm. The popm provides 
ii|().0Q0 in mortfafr life iitauram (o 
•ndividitnla oho have nenved a pint 
for specially adapted housinf . 


individualt «ho are oonsidered henhh 
rubs 


frfciiillihrini and 


The corapon en t of the Veteraru 
Beanfks AAniniitraboo that asabtt 
vetoatu oho have novsce-coniiected 
dUabilttjes. 
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The Non Commissioned Officers Association of the USA (NCOA) appreciates the opportunity 
to comment on the Department of Veterans Affairs (DVA) Fiscal Year 1996 Budget. It U the 
Association's sirtcere hope that our comments will be beneficial to the distinguished Chairman 
and members as you undertake your wcvk to mark the Administration's proposed budget for the 
DVA. 


PREFACE 

When NCOA appeared last year before this Committee to testify on the Fiscal Year 1995 DVA 
Budget, (here was little doubt in the minds of most veterans and Members of Congress that last 
years proposal was so woefully deficient that current services could not have been maintained. 
In fact, by all assessments, the Administration's FY95 Budget for DVA failed to meet muster 
in every major account. Fortunately for veterans, the strong intervention by the members of the 
House Veterans Affairs Committee faciliuted the restoring of a measure of fiscal sensibility to 
the current year budget. 

An initial review of the FY96 DVA Budget could easily lead one to conclude that (he 
Administration has heeded the message that Congress clearly sent last year regarding veterans 
programs and spending. The S39.5 billion total funding level for DVA in FY96 represents an 
increase of SI. 3 billion above the $38.2 billion FY95 budget enacted by Congress. The 
Administration's FY 96 budget request is approximately $1.7 billion more than (he 
Administration requested for veterans in their FY95 proposal. 

On the sheer magnitude of the numbers Mr. Chairman. NCQA's initial reaction was that the 
DVA FY96 Budget was at last attemp ting to matc h the Adminis tration's promises to uphold 
veteran's programs and benefits. NCOA's first reaction was that the budget was probably as 
good as veterans could hope for. On closer examination of the Administration's proposal 
however, NCOA has arrived at the same conclusion that the Distinguished Chairman has 
reached. It appears to this Association ihal the proposed budget reorMcnts a continuation of 
"business as usual." In NCOA's opinion, it is unfortunate that the Administration did not 
address some of the underlying hindrances that prevgit VA from working smarter. 

Jn this regard Mr. Chairman, NCOA will confine its comments on the budget to fyyft 
areas of concern. The first area is the omission within the budget proposal to convey a strategic 
vision, particularly in the area of health care. Secondly. NCOA is deeolv disappointed that the 

Administration is proposing to extend certain provisions of the Omnibus Budget Reconciliation 

Act fOBRAt of 1993 that markedly tarnished and devalued some veterans programs. It is for 
these two reasons primarily that NCOA urges the Committee to look closely at this budget both 
in terms of iu longer impact and its outright unfairness to veterans particularly in (he area of 
educational fm}grams. 

VETERANS HEALTH ADMINISTRATION (VllA) 

The DVA budget contains a total request of $17 billion for veteran health care, a $747 million 
increase from the FY95 level. The VA believes that this level of funding, in concert with its 
reorganization and operations management improvements, will allow the Department to fulfill 
its anticipated health care obligation, including an additional expected 43,000 eligible veterans. 
NCOA is pleased that the budg^ supports an employment levd of 201,254 employees in the 
VHA. The Association is also notes that the propos^ budget fully funds construction of new 
hospitals in Brevard County, Florida, and at Travis Air Force Base in California, as well as 
three nursing homes. 

As NCOA has stated previously, the Association believes that veteran health care must shift its 
emphasis from costly inpatient hospital care to outpatient and noninstiiuiional care settings. 
Unquestionably, this has been the general trend across the country for several years in 
combatting the rising cost of medical care while continuing to provide suitable patient care. 
NCOA does not believe that the FY96 DVA budget provides the priority needed in this area of 
veteran health care. While the DVA has made progress in shifting from inpatient to outpatient 
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care, NCOA is disappointed that this budget did not aggressively seek to further that effort. 

In NCOA 's opinion, the preeminent shortfall in the Administration's budget for the VHA is its 
omission, intentional or otherwise, to address the underlying cause of VA’s inability to property 
shift the treatment of pat ients to the most cost effective setting. Although the Department of 
Veterans Affairs has consistently acknowledged that reform of veteran health <;are eligibility 
rules is desperately needed. NCOA was hopeful that their FY96 Budget would address this area. 
In NCOA’s view, it is most unfortunate and somewhat short sighted that the Department did not 
include in this budget their recommendatjons to do so. 

The veteran issue of paramount importance to NCOA, and thereby the budgetary area of 
principal concern, is the delivery of quality health care services to eligible veterans. This is not 
an issue th^ magically appeared on the radar scope two years ago when the Administration 
introduced its plan to reform the entire national health care delivery system for all Americans. 
As many members of the House Committee on Veterans Affairs know, NCOA has been seeking 
fundamental change to the Veteran Health Administration for many years. As several members 
of the Committee also know, the 102nd Congress was very close to enacting improvements, 
particularly in the area of eligibility reform. The landscape changed, however, with the 
convening of the I03rd Congress and the introduction of the Pwident’s national health security 
plan. 

In good faith, NCOA actively participated in the dialogue and debate on veteran health care 
throughout 1993 and 1994. The point that NCOA wishes to underscore in our testimony today 
is that the Veterans Health Administration remains in need of fundamental change. NCOA is 
disa ppointed that the Administration did not include in the FY96 VA Budget those basic 
eligibility chanaes that they had so actively sought for the oast two years. 

By DVA’s own estimates, more than 40% of inpatient care is for "non-acute* reasons. While 
the savings to be realized is debatable in shifting this percentage of the total VA patient load to 
an alternative setting. NCOA believes there is little doubt that substantial savings would be 
realized. At a lime when there is a national focus on making the federal government work 
smarter and cost less. NCOA believes the Administration has missed an obvious area that would 
do both while better serving the needs of veterans. 

As stated earlier, NCOA is thankful that $17 billion is earmarked for veteran health care in 
FY96. NCOA is skepttcal though that this increase of $747 million over FY95 will go very far 
toward improving overall veteran health care. The major portion of the $747 million increase 
will be consumed by employee salaries and, therefore, in NCOA’s opinion, the FY96 Budget 
for veteran health care is essentially a "hold the line* proposition. Within this reality. NCOA 
believes it is absolutely crucial (hat the Committee address the area of eligibility reform not only 

for m potential impacLon the FY96 Budget but also for its longer term impact on the future 

vtabiiity of the Veteraps Health AdminisirattoiL 

OBRA EXTENDERS 

NCOA is extremely dismayed that the Administration has proposed to extend the Montgomery 

G.l. Bill cost-of-living adiuument fCQLA^ at S0% through the year 2000. two years bevond the 

limitation imposed by OBRA 93. Such an action could be accepted more easily if the remainder 
of the President's Meral budget followed a similar pattern. But as you know Mr. Chairman 
that is not the case. Veterans cannot help but conclude that once again veterans educational 
assistance is being targeted in favor of non-veteran educational program. It is deeply troublina 
that the President can see fit to increase Amcricorps s pending by $300 million (j inrrea^^ 
yet finds m rontinue to cut the meager educational benerit of veterans. 

For many years Mr. Chairman, NCOA has consistently voiced its concern regarding the value 
of veterans education assistance. By any comparison, today's program is considerably less 
valuable than the comparative benefit of programs that preceded the MGIB. In arguing this 
point. NCOA actively supported indexing the benefit and the Association was pleased that 
Congress saw the necessity of protecting veteran educational assistance against future erosion. 
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Nonetheless. Mr. Chairman, two central points are unarguable. First, indexing does little to 
extend comparative equity with the programs of earlier eras. Secondly, when indexing is frozen 
or held to one-half the intended increase, the value of the MGIB and the comparative equity is 
further eroded. 

During last years events commemorating the fiftieth anniversary of the first veterans educational 
bill, the worth of the original program and in the subsequent programs that have followed was 
made clear and celebrated. Fifty years of history also make it clear that the value of such 
programs must be maintained. Not only is the attractiveness of veteran educational assistance 
as a post-service bcDcfil wearing extremeiv thin, the atltacliveness of the benefit as a recruilinj 
an d retention incentive is becoming more and more a non-factor. NCOA believes it is 
incumbent upon the Commilicc to very carefully consider the full ramifications of the 
Administratiofis proposal to further extend the provisions of QBRA 93 that pertain to the MGIB 
benefit. Further, as a matter of fairness in comparison with other provisions of the 
Administration's budget. NCQA beUev es that the A dministration’s proposal should be ouirighl 
reiected. 


INDEPENDENT BUDGET 

As an endorser of the Independent Budget of Veterans Organizations. NCOA urges the 
Commilicc of carefully consider the recommendations contained therein that relate to other areas 
of the VA Budget that NCOA did not comment on in this statement. NCOA believes that the 
work of the four pnncipal veterans organizations involved is worthy of the Committee’s serious 
review and consideration. 


CONCLUSION 

NCOA is grateful that the Administration's proposal includes increases in the areas of 
construction and research and a $22 million increase for the Veterans Benefits Administration. 
The Association is also pleased that a $50 million increase has been provided to address the 
critical area of equipment backlog as well as providing a 3.1% COI,A to compensation 
beneftciarics. 

In NCOA’s opinion, two areas of the DVA FY96 Budget need stringent review and analysis: 
namely, the budeci*5Jailure to address eliaibility reform and the proposal to extend the 
provisions of QBRA 93 r elating to the MGIB. F.lipibilitv refor m is needed rww and MGIB 
benefits cannot endure funher erosion. 

Thank you. 
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8T&TBNBMT 07 CARItOLL L. WXLLZMC8, DZRBCTOR 
MATZOMXL VETBRAMS AEFXZRR AMD RBHABXLITATZOM C0KMZ88Z0M 
THE AMBRZCAM LBOZON 

BB70RB THB COKMZTTBB ON VBTERAMB* AFrAZRS 
mcZTED STATES H0D8B OF REPRESENTATZVES 

Mr. Chairman and Members of the Committee: 

The American Legion appreciates the opportunity to present its 
views on the Administration's proposed budget for programs and 
operations of the Department of Veterans Affairs <VA) for Fiscal Year 
(FY) 1996. 

For FY 1996, proposed funding to operate VA programs and services 
is $39.5 billion. The proposal represents an increase of $1.3 billion 
over the FY 1995 budget estimate. The proposal provides for selective 
programs and functions as follows: 


DBPARTMEWT OP 

{$ in millions) 


7Z8CM< YEAR 1996 

VETERAMS AFFAIRS BODOBT PROPOSAL 

Proposed American Legion 

. FY 199$ Recommendation 


Medical Care $16,962 $19.6 

Medical Research $257 $290 

Construction $788 $750 

State Hone Grants Program $ 43 $ 75 

National Cemetery System $75.3 $ 78 

Veterans Benefits 

Administration (GOE) $694 $785 


MEDICAL CARE 

The appropriation requested for Medical Care in FY 1996 
represents a net increase of $747 million over the FY 1995 enacted 
level. This net gain is attained from new medical care program 
funding of $1.1 billion, which Includes increases for payroll, 
inflation, facility activations, increased workload, equipment, 
supplies and services; minus $335 million and 3,429 FTE positions for 
various management efficiency improvements. 

Proposed manegemeot efficiency improvements include: 

— Replacing the current regional structure with a new field 
management and operations structure under the Veterans Integrated 
Service Network (VISN) concept in which geographic areas will function 
as business offices to improve the efficiency and effectiveness of VA 
health care delivery. 
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Decentralizing to reduce adninistrative layers not producing value 
added service. 

— Marketing the services of certain national programs to interested 
VA medical centers thereby making the programs self-sustaining. 

-- Reducing "Banagement layers" by eliminating unnecessary positions 
and integrating the adninistrative functions of certain groups of 
medical centers. 

Consolidating/realigning medical center services and integrating 
services of medical centers that are geographically close and have 
complementary missions. 

-- Utilizing available community services that are less expensive than 
current cost. 

— Enhancing the shift of care from historical inpatient based 
services to increased reliance on ambulatory care. 

The FY 199« budget proposal will permit VA to initiate the 
following program enhancements: 

-- increase in number of veterans seeking care: Increases of $108.3 
million and 1,509 FTE positions will provide 436 more inpatient 
episodes and 400,000 more outpatient visits. 

— > Reduce Equipment Backlog: $50 million. 

— State Hone Programs: Increase of $8.2 million. 

— Facility Activations (replacement and modernization): Net increases 
of $208.4 million and 2,129 FTE positions. 

The Preeident'a FY 1996 budget provides for various nedioal care 
programs as follows: 

-- AIDS care and treatment proposes a funding level of $306.8 million, 
an increase of $15.2 million. By September 30, 1994, 22,190 cases of 
AIDS had been reported by VA medical centers. 

-- Beneficiary Travel proposes an increase of $2.1 million to an 
annual funding level of $100.9 million. 

— Capital Investment: Proposes an increase of $78.3 million for a 
total FY 1996 budget of $888.6 million for maintenance and repair and 
replacement equipment funding. 

— Geriatric and Extended Care: Receives an increase of $170.4 
million for a total of $2.2 billion. institutional programs in this 
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classification includes nursing hone care, doniciliary care, geriatric 
evaluation nanagenent, and respite care. Also included are various 
noninstitutional prograns, including, hospital based home care, adult 
day health care, home health aide services, and community residential 
care. VA's Geriatric, Research, Education and Clinical Centers 
(GRECCs) proposes an increase of $1 million to an annual funding level 
of $24.2 million. 

Homeless: Programs to assist homeless veterans are proposed to 
receive a funding increase of $1.5 million to an annual funding level 
of $77. 5 million. 

Post-Traumatic Stress Disorder (PTSD) : Proposes an Increase of $2.7 
million for an FY 1996 funding level of $59 million. A new PTSD 
evaluation and Treatment Program is proposed for establishment at VAHC 
Clarksburg, WV, for FY 1996. 

— Readjustment Counseling Service Vet Centers: The Vet Center program 
is proposed to receive an increase of $2 million for an annual funding 
level of $65 million. 

— Substance Abuse Treatment Program: VA operates specialized 
Substance Abuse Treatments programs at 165 medical centers. During FY 
1993, 54,195 individual veterans were treated in specialized inpatient 
treatment programs. Within the outpatient components, there were over 
2 million substance abuse clinic visits made by patients during FY 
1993. A funding increase of $23.3 million is proposed for FY 1996, 
for an annual funding level of $587 million. 

Mr. Chairman, The American Legion views the President's budget 
proposal for VA Medical Care for FY 1996 as a baseline for further 
congressional deliberations. The American Legion hardly thinks that 
an increase of 436 more inpatient episodes of care and 400,000 more 
outpatient visits, above FY 1995 planning levels, corresponds to the 
declaration that the budget will permit VA to provide quality health 
care to all eligible veterans expected to apply for care on a 
system-wide basis. The American Legion is uncertain what definition 
is employed for all eligible veterans in VA's budget proposal. 

The American Legion questions whether VA will be able to achieve 
all of the targeted $335 million in savings under the pretext of 
management efficiency improvements in FY 1996. Further review of this 



331 


4 

assertion is necessary. If the intended savings do not fully 
materialize in PY 1996, VA's operating budget could fall considerably 
short of necessary funds. Before this Conmittee sets its budget 
reconunendations for VA medical care for FY 1996, a thorough review of 
VA's proposed Mnagement efficiency initiatives is required. 

The American Legion believes additional resources are required 
to treat more deserving veterans on both an inpatient and outpatient 
basis. We continue to receive many letters from veterans who have 
been denied VA medical care (see the attached) . Today, numerous VA 
facilities send a standard form letter to veterans seeking care, 
stating that due to budgetary and workload constraints, they cannot 
provide medical services to "Discretionary” category veterans so they 
can meet their obligations in providing care to all veterans in the 
"Mandatory" category. In this regard, VA is within their statutory 
and regulatory rights. However, the Legion has to question how VA 
will be able to provide care to all eligible veterans expected to 
apply for care in FY 1996, as they disallow care to many veterans 
today. 

Nr. Chairman, the veterans Health Administration, requires an 
in-depth reorganization of its field and central Offices. The 
American Legion hopes this restructuring will form the template for 
subsequent eligibility reform, fiscal reform, and system reform, at 
the national and state level. While these changes will take time, we 
ask this Committee to ensure the integrity of the current VA health 
care system and to recommend to the Budget Committee adequate 
resources to carry VA through its transition. 

Mr. Chairman, by now, all of the members of this Committee and 
your congressional colleagues should have received the proposal of The 
Partnership for Veterans Health Care Reform to reinvent the VA medical 
care system, entitled. Can You Ignore 27 Million Americans? These ten 
major Veterans Service Organizations (VSOs) believe this is an 
essential, realistic, and achievable proposal. 

MBDICAL AMD PROBTHETIC RE B EARCH 

In January 1990, the Secretary of Veterans Affairs established a 
19-roember VA Advisory Committee for Health Research Policy to review 



332 


5 


VA research progress. The Cosslttee had four specific charges: To 
detersine if VA*s research Is appropriately balanced among subject 
areas; to determine the appropriate role of VA in providing medical 
and other services to veterans; to determine VA's role in research 
vis'a-vis the role of other agencies, such as the National Institutes 
of Health(NIH); and to assess the overall quality of VA research 
programs. The Advisory Committee's report# issued in August iffl# 
found that VA's research program is of the highest quality and is 
entirely appropriate to its ellnieal mission. Additionally, the 
Committee made specific funding and policy recommendations. 

The Committee's main recommendations have still not been 
instituted within VA. Research funding remains inadequate. In fact, 
where officials in VA speak about protecting and improving the VA 
research program, it seems their actions do not coincide with the 
oratory. The Committee also recommended "The Secretary create a 
Health Research Advisory Council to oversee all aspects of research 
and to identify and prioritize those areas of investigation that hold 
the greatest promise of improving the VA's ability to prevent, 
diagnose, and treat veterans* medical problems." The Committee 
maintained that such a Council should include scientists from those 
preoclinical, clinical, and other scientific disciplines that are 
relevant to VA health-related research. The Committee suggested the 
Council should review funding decisions, program priorities, and the 
balance across research areas and report such findings to the 
Secretary. 

It is unfortunate that today, nearly four years since the 
issuance of the Committee's report, VA has not yet established the a 
Health Research Advisory Council, nor has annual VA research funding 
approached required levels. Persian Gulf veterans research efforts 
may have substantially improved through greater coordination and 
oversight by the proposed Health Research Advisory Council. The 
American Legion strongly recommends the Secretary establish a Health 
Research Advisory Council, and the council be empowered to oversee all 
aspects of VA's research programs, as recommended in the 1991 Blue 
Ribbon Research committee report. 
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Pron FY 1985 through FY 1995, in constant dollars, overall VA 
research program funding has decreased ( 18 %), while medical service 
research funding decreased (29%) . An analysis of active medical 
research programs from FY 1990 through FY 1995, shows a decrease from 
2,188 projects to 1,812. The President's Medical and Prosthetic 
Research funding proposal for FY 1996 is $257 million, an increase of 
$5 million (2.1%) over FY 1995. It is the view of The American Legion 
that for FY 1994 and FY 1995, funding for VA research has not kept 
pace with inflation, and that the FY 1996 budget must reflect 
inflationary adjustments of four percent for each of those years, plus 
a real funding increase of approximately $16 million. It is time to 
stop the hemorrhaging and to restore VA research funding to an 
appropriate level. Therefore, The Aaerlcaa Legion recommends a VA 
Medical and Prosthetic Research appropriation of $290 million for P¥ 
1996. 

CONaTRDCTION 

The President's proposed FY 1996 construction budget of $742 
million represents a fifty (50) percent increase in both major and 
minor projects. Approximately $514 million in major projects and $229 
million in minor projects is proposed. 

The American Legion views the proposed FY 1996 construction 
budget as essential to meeting the ongoing capital facility 
requirements of the nation's largest integrated health care system. 
The American Legion believes the fifty percent increase in funding for 
both major and minor construction accounts is fully justified. 

The American Legion is disappointed that no proposal is included 
to fund the construction of a new national cemetery. Since 1987, two 
consultant studies concerning needed expansion of VA national 
cemeteries have recommended that VA underta)ce a consistent policy of 
adding new cemetery sites to its existing inventory of 114 national 
cemeteries (of which 56 are closed to new casketed burials) . In 
recent years, VA has constructed one new national cemetery in San 
Joaquin, CA, and has identified up to four additional sites for 
further development. Gravesite development for a new cemetery in the 
vicinity of Seattle/Tacoma, WA was funded in FY 1995. VA has funded 
other pre-construction activities for new cemetery development in 
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Dallas, TX; Clevelana, OH; and Albany, NY. The Anerlcan Legion Is 
surprised that no new cemetery construction is proposed for funding in 
FY 1996, and respectfully ask the Committee to recommend funding for 
the construction of one new national cemetery each year through the 
end of the decade. 

The American Legion believes VA must continue to accentuate its 
medical care program emphasis toward managed care and preventive 
health care services. While approximately $343 million of the 
proposed $513 million major project appropriation is targeted toward 
one replacement medical center and one new medical center, both of 
these projects are well justified. Additionally, other proposed major 
construction projects have been necessary for a considerable period. 

The American Legion believes VA must Increase the number of 
outpatient care access points within the system and is satisfied that 
progress (In the absence of an overall strategic health reform plan) 
is being made in this regard. Continued emphasis on improving access 
to outpatient care for eligible veterans is essential. 

Major Construction projects included in the FY 1996 budget 
request include: 


Location 

Description 

Travis, CA 

VA/AF Joint Venture 

Brevard City, FL 

New Medical Center/NHC 

Boston, HA 

Ambulatory Care Addition 

Reno, MV 

Replace Bed Bldg/Amb Care 

Lebanon, PA 

Renovate Nursing Units 

Marion, IL 

Environmental Improvements 

Marion, IN 

Replace Psych Beds 

Salisbury, NC 

Environmenta 1 Improvements 

Perry Point, MD 

Renovate Psych Wards 

Florida Nat Cem 

Cravesite Oevelopment/Expansion 


ORAMTa FOR COMSTRUCTlOlt OF STATt EXTEWDED CABB 7ACILITIBB 

The grant program assists the States to acquire or construct 
State home facilities for furnishing domiciliary or nursing home care 
to veterans, and to expand, remodel or alter existing buildings for 
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furnishing domiciliary, nursing home, or hospital care to veterans in 
State homes. 

By the early 1990s, the State Extended Care Grant Progran had 
accumulated a shortage of millions of dollars in State grant 
applications exceeding annual appropriations. This deficit situation 
was essentially cleared-up by FY 1992, when the program received an 
appropriation of $85 million. Since FY 1993, the program has again 
accumulated a shortfall in funding. Today, approved grantapplications 
on-hand total $115 million. With a FY 1996 budget proposal of $41.5 
million, the State Extended Care Facility Grant Program would maintain 
a funding deficit of $75 million. 

Once again it appears that budget planners are being penny wise 
and pound foolish with regard to the State Extended Care Grant 
Program. With the increased aging of the overall veterans population, 
it would serve VA well to annually match the total amount of approved 
applications. The State Extended Care Grant program is an excellent 
complenent to VA's institutional geriatric programs. By having the 
States willing to share the costs for aging veterans needs, less 
federal taxpayer dollars are required. The American Legion urges an 
increase for this program in FY 1996 to the current funding level of 
approved applications. Also, we recommend that the annual 
appropriation level be directly tied to the total amount of approved 
state Home grant applications. 

HATIQWAL CgMETERYLflYflTEH 

The National Cemetery System (NCS) requests $75.3 million and 
1,340 FTE for FY 1996. This is an increase of $2,704,000 over FY 
1995. The request reflects a projected 2.4 percent pay raise. 

The American Legion believes the NCS continues to accomplish 
enhanced performance measures without adequate resources. The 25 FTE 
Increase of FY 1995 has been fully absorbed by increasing workloads. 
As recently as FY 1990, NCS accomplished 60,500 interments and 
maintained 1.8 million gravesites. For FY 1996, interments at 
projected at 72,224 and gravesites maintained will be 2.147 million. 
Equipment funding remains deficient. All told, NCS requires 
additional resources and FTE for essential services. 
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An example of the budget shortfall is the recent policy decision 
with regard to the Calverton National Cemetery. Because of manpower 
and fiscal constraints, no longer will NCS personnel unload remains of 
the deceased from the hearse to the casket carriage to begin the 
committal service. This function beginning April 1, 199S, will be the 
sole responsibility of the funeral director. The Legion understands 
that the high interment workload at Calverton makes this policy 
imperative. We fear, however, that added funeral director 
responsibilities will only increase the family's funeral expense. In 
this case, and other potentially similar situations, additional HCS 
resources and personnel would help alleviate this predicament. 
Therefore, The American Legion reeonmende an increase of $2.7 Billion 
above the President's proposed PY 1996 funding level and an incraaae 
of 30 PTE over current levele. 

VETERXMfl BEHEPITB ADMINISTRATION 

Proposed appropriations for all VA benefit programs in PY 1996 
is $19.7 billion. This is an increase of $63.8 million over FY 1995 
and reflects higher caseloads in a number of programs, as well as, 
changes in average benefit payments to veterans and other eligible 
beneficiaries. Under General Operating Expenses, requested staffing 
in the Veterans Benefits Administration (VBA) for administration and 
claims processing in FY 1996 will be 13,032 PTE which is a net 
decrease of 186 FTE over the FY 1995 staffing level. Total proposed 
appropriations will increase by approximately $18 million over the FY 
1995 level. 

Included in this request are several legislative proposals. 
There will be a 3.1 percent cost-of-living adjustment (COLA), 
effective oecem):>er 1, 1995, for recipients of disability compensation 
and new law Dependency and Indemnity Compensation (DIC) . However, 
recipients of old law DIC and GI Bill recipients will receive only one 
half the COLA rate. The COLA will be rounded down to the nearest 
dollar through FY 2000 for all beneficiaries. The American Legion has 
long supported the annual adjustment in benefits as essential to 
maintaining the welfare of disabled veterans and thalr families. 
Hovevar, w# believe the COLA should apply to all bsnef iclaries equally 
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and wa d^ not aupport thoaa provisiona vhicb nagativaly inpact on 
vatarans banafita. 

Lagialatioa will ba sought to axtand VA's currant authority to 
variCy tha aligibility for racipianta of, and tha applicants for, Vh 
naada-baaad banafita using data obtainad fron tha Internal Ravanua 
Sarvice and the Social Security Adniniatration through FY 2001. Tha 
Aaerican Lagion supports tha proposed antenaioo to ensure the 
continued fiscal integrity of VA's benefit prograna. 

In addition, proposed legislation would extend the current $90 a 
month VA pension limitation for recipients in Medicaid covered nursing 
homes through FY 2001. The Aaerican Lagion supports this naasuce as a 
means of ensuring that tha nursing home ears costs of veterans and 
surviving spouses are met by Medicaid and that the $90 a month in VA 
pension is available for their medical needs. 

veterans Benefits Administration 

The proposed staffing cut represents VBA's contribution to the 
mandated reduction in Federal employment, under the Administration's 
National Performance Review proposal. The decrease will be 
accomplished through reduced employment in Support Services activities 
- 100 FTE, the declining workload associated with the Credit Reform 
Act of 1990 - 23 FTE and the Omnibus Budget Reconciliation Action Act 
of 1990 (OBRA) • 12 FTE, and from cuts in the Cooperative 
Administrative Support Unit - 52 FTE. 

Over the past dozen years, The American Legion has viewed with 
increasing concern the Agency's annual budget requests which were 
predicated upon what we viewed as unrealistic production and service 
goals, inadequate funding levels for regional office staffing, and 
flawed plans for computer modernization. In comparison to recent 
budget requests, VBA is projecting for FY 1996 continued improvements 
in both the quality and timeliness of its service to veterans and its 
other "customers." The data also takes into account Increased claims 
activity based on additional benefits authorized for Persian Gulf war 
veterans and the success of the Transition Assistance Program (TAP) 
and Disabled Transition Assistance Program (OTAP) as the armed forces 
continue to downsize. 
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VBA's optimistic projections appear to be supported by current 
fiscal year data indicating that the backlog of pending claims is^ in 
fact, beginning to decline rather than continuing to grow, despite the 
fact of staff cuts in FY 1994 and in the current fiscal year. 
However, much of the increased productivity has resulted from the 
substantial use of overtime. The continued availability of overtime 
funding in FY 1996 will be important in providing management needed 
flexibility to maintain production levels as new procedures and 
computer modernization programs are implemented. 

We believe current year data reflects the positive impact of a 
variety of VBA initiatives begun or completed within the last eighteen 
months, including Stage I of computer modernization. Many of these 
initiatives stem from the recommendations of the Secretary's Blue 
Ribbon Panel on Claims Adjudication. VBA is in the process of 
reorganizing adjudication activities within the regional offices, 
implementing programmatic changes, reinventing many of VA's business 
practices, continuing with the installation of new computer hardware 
and software and procurement of equipment and technology to replace 
the out-dated TARGET system, and providing enhanced training to field 
station personnel. 

Staffing in the Compensation, Pension, and Education Service 
will remain at the PY 1995 level of 4,558 FTE. This will be 
supplemented by an additional $7.1 million In overtime. We believe a 
stable work force through the coining year together with current and 
planned VBA initiatives should enable the regional offices to handle 
an increased number of cases in a more effective and timely manner. 
Host of the expected increase in the regional offices* workload will 
be associated with claims by Vietnam Era veterans based on exposure to 
Agent Orange and Persian Gulf War veterans for undiagnosed illnesses. 
There will also be a number of claims filed as a result of the Supreme 
Court decision in Brown v. Gardner. In addition, the number of 
appeals filed at the regional offices is expected to remain in excess 
of 21,000 and the number of cases remanded by the Board of Veterans 
Appeals in FY 1996 will probably be in the neighborhood of 14,000 * 
15,000, based on current estimates. 
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We believe VBA is ab a critical juncture in terms of its ability 
to meet its responsibility of providing financial assistance benefits 
and services to the veterans of this nation in a timely and 
cost-effective manner. Congress must not be short-sighted and deny 
the support necessary to meet the goals which it has set for FY 1996. 
Anything less will, in our opinion, penalize veterans and their 
families by seriously undercutting the early progress in reducing the 
claims backlog and improved response tine which has been achieved this 
fiscal year. It is, however, going to require a sustained effort by 
both VA and the Congress over a period of several fiscal years to 
bring the backlog under control and the response tines down to a 
reasonable and fair level. Past budget constraints have prevented VBA 
from providing the level and quality of service veterans and their 
families expect and deserve. 

Vocational Kehab mtation 

The American Legion remains troubled by the apparent lack of 
concern for the situation that exists in the Vocational Rehabilitation 
and Counseling (VR&C) program for service connected disabled veterans. 

In recent years due to repeated staffing cuts, it has been 
taking about two and a half months for a disabled veteran to be given 
an appointment for an initial evaluation to determine if he or she 
qualifies for vocational rehabilitation assistance. The stated goal 
is a waiting time of only 30 days. Following a veteran's placement in 
a program and while in training, the Vocational Rehabilitation 
Specialists (VRS) are not able to function effectively as 
case-managers due to an average workload of 256 veterans. The stated 
caseload goal, however, is 125. Those veterans who have completed 
their program of education or training and are seeking a job are being 
severely affected. They are now forced to wait between six (6) and 
seven t?) months for employment assistance services. Foliow-up once 
they have found employment Is also very problematic. 

The budget request proposes a reduction of one FTE to 699 FTE. 
It projects the continued increase in demand for all types of services 
provided through the Vocational Rehabilitation Program. This in part 
is due to legislation which went into effect in 1994 reducing the 
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disability requirement for vocational rehabilitation eligibility from 
20% to 10% as well as the success of the TAP/DTAP programs for 
individuals separating from the armed services. The net result will 
be a substantial increase in the numbers of veterans in each stage of 
the vocational rehabilitation process - evaluation and planning; 
rehabilitation or education services; employment services; and 
vocational/educational counseling. 

This is one program area in VBA that has a critical need for 
additional staffing resources. Therefore, The American Legion 
recomaends a PY 1996 appropriation of $45 million and an additional 
100 FTE for the effective operation of VA*s Vocational ftehabilitation 
and counseling program. 

Board of veterans Appeals 

The Department of Veterans Affairs has also been faced with a 
very real crisis at the Board of Veterans Appeals (BVA). Over the 
past two and a half years, the backlog of pending appeals has risen 
dramatically and the average response time was exceeding 800 days. In 
early 1994, the situation at the Board had deteriorated to point where 
personal hearings were temporarily suspended and records were no 
longer being transferred to the Board from the regional offices. 
Personal hearings were reinstituted this month. 

The magnitude of the problem was evident in the fact that by 
the end of FY 1994, there were approximately 27,800 cases physically 
at the Board either in storage pending review or under active 
consideration by a Board section. In addition, approximately 19,300 
certified appeals were being held in the regional offices due to the 
lack of storage space in Washington. It was still taking the Board 
almost 800 days to render a decision which in about fifty percent of 
the cases resulted in a remand back to the regional office. 

Under the PY 1995 budget, staffing at the Board was increased by 
seven attorneys to a total of 449 FTE. In addition. Congress enacted 
legislation authorizing single member decisions as a means of 
increasing the Board's productivity, ALJ pay comparability which 
should enable the Board to maintain a stable and trained work force, 
provide for the adoption of performance evaluation standards for Board 



341 


14 

members, as well as authorizing the pre-screening of appeals. The 
Chairoian of the Board of Veterans Appeals has undertaken a major 
reorganization and realignment of the Board, including a variety of 
changes in its current operating procedures. The goal is to improve 
management and supervision, shift more resources to the 
decision-making process, and improve communication with the regional 
offices. 

According to data for the first quarter of FV 1995, these 
initiatives are beginning to have a positive affect on the Board's 
productivity. The number of decisions for this period was 
substantially more than had been originally projected and has brought 
the Board's average response time down from about 746 days to 705 
days. Maintenance of this level of production, at a minimum, is 
essential to the continued reduction of the massive backlog of pending 
appeals and the excessive response time. 

The budget request for FY 1996 would provide for an additional 7 
Board members and 20 more attorneys. As previously noted, the Board 
in FY 1995, with minimal additional resources, has implemented major 
changes in its operations and these efforts are beginning to show 
results. It is essential that the Board's recent achievements not be 
undercut and future improvements not be wasted or jeopardized in the 
name of fiscal austerity. 

The American Legion believes very strongly that veterans should 
not have to wait years for a decision on their appeal. What is an 
unemployed disabled veteran with a family, who is appealing a denial 
of increased benefits, to do while the case sits in storage for months 
on end, or similarly a widow who has lost her veteran husband due to 
potentially service-related causes? Their frustration and hardship is 
heightened by the fact that approximately fifty percent of the Board's 
decisions are not final, but are time-consuming remands that can add a 
year or more to a claim. 

In another important step, the Board is in the process of 
implementing a recommendation of the secretary's Select Panel on 
Productivity Improvement for the Board of Veteran Appeals to provide 
more accurate information on the total amount of time involved at all 
stages of an appeal. Data developed through this initiative will 
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enable the Board, VA, and the Congress to have a clearer understanding 
of the appellate process and identify problen areas for corrective 
action. 

Mr. Chairaan, section 3726 of title 38, United States Code, 
prohibits the withholding of funds to which a veteran or eligible 
spouse is entitled without the %nritten consent of the veteran or 
eligible spouse, or without a court order. This section of the law 
was enacted to prevent veterans fron beconing victims of a VA practice 
of collecting on a loan for which the veteran was no longer 
responsible. 

For example, if a veteran sells a property to another person, 
and the property was purchased using the VA hone loan guaranty 
program, if the subsequent purchaser defaults on the loan and the 
property is sold for less than the value of the loan, the veteran, in 
some instances can be held responsible for the balance of the loan. 
In most cases where this has happened, the veteran is not at fault. 
Nevertheless, the VA moves to collect the debt by withholding money 
from tax returns or from VA benefit payments. 

The American Legion opposes the proposed legislation to repeal 
section 3726 of title 36, United States Code. In our view, this is 
one more instance where the veteran is held responsible for the 
actions of a subsequent purchaser after selling a property in good 
faith. If the subsequent purchaser defaults on the loan, then VA 
should have the authority to collect the debt fron the purchaser, not 
from the veteran. In many cases the VA buyer and seller is an active 
duty service member who sold the property after receiving orders to 
move to another duty station. It makes no sense to penalize these 
people for the actions of others which are totally out of their hands. 

SUMMARY 

Department of Veterans Affairs programs and services symbolize 
the gratitude of the American people for the sacrifices of the 
nation's veterans. The American Legion appreciates the 
Administration's effort to present a FY 1996 budget for VA programs 
and services which reflects an increase of $1.3 billion over the 
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current year estinate. The American Legion realizes that many 
individuals look at VA, and oftentimes see a large, impersonal 
bureaucracy, struggling to provide quality service to its veteran 
beneficiaries. The American people must be satisfied with the 
programs and services administered by VA. Taxpayers must have the 
assurance that VA health care benefits will be delivered in the 
highest quality manner at a competitive cost. The American Legion 
supports the concept that all benefits earned in the military service 
of this country must be delivered in the most efficient and effective 
manner possible. 

The American Legion is dedicated to providing service to our 
nation's veterans and to its communities. The American Legion does 
not accept that VA is failing in its mission, but do believe, however, 
that the benefits and medical service programs of VA can be discharged 
in a more skillful and proficient manner. The FY 1996 VA budget 
request will help continue vital reforms already underway within the 
Veterans Benefits Administration and the Board of Veterans Affairs. 
Much more must and can be accomplished in the effective delivery of 
veterans benefit programs. 

with regard to the VA medical care system, The American Legion 
is excited about current efforts to reinvent and reinvest in this 
vital national resource. Perceptions vary on how to proceed with this 
important task, although everyone agrees that VA needs to change. The 
Partnership for Veterans Health Care Reform's publication, can You 
Ignore 27 Million Americana? , is a good blueprint. The American 
Legion has accepted the challenge to successfully reform VA's medical 
care system, and commits to work with the congress and the 
Administration to find original solutions to VA's most pressing 
problems. 

Hr. Chairman, that concludes our statement. 


Attachment 
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Departmcnt of veterans Affairs 

Outpatient Clinic 

411 Dr. Martin Luther King Jr. Drive 
Peoria IL 6160S 


January 5, 1995 



Dear I 


This Is in response to your recent application' for an VA Care. 

Eligibility for VA Hospital care and nursing hone care is 
divided into two categories: "Mandatory and Discretionary". 

Veterans who neet the "Mandatory" category and must be provided 
hospital and/or nursing hone care by the VA are those who are: 

.... rated Service Connected 

.... exposed to herbicides while serving in Viet Nam 
.... exposure to ionizing radiation during atmospheric 
testing, or in the occupation of Hiroshima and Nagasaki 
.... former Prisoners of War 
.... veterans receiving VA Pension 

.... veterans of the Mexican Border Period or World War I 
.... veterans eligible for Medicaid 

.... veterans requiring treatment for a condition related to 
their service in the Persian Gulf 

Veterans placed in the "Discretionary" category are non- 
service connected veterans whose income exceeds established income 
criteria. Veterans in the "Discretionary" category may be provided 
treatment if they agree to make required co-payments and if space 
and resources are available. 

Due to budgetary and workload constraints, it has become 
necessary for us to discontinue medical care to veterans In the 
"Discretionary" category to ensure we will be able to continue to 
meet our obligations in providing care to all veterans in the 
"Mandatory" category. After reviewing your application it has been 
determined that you fall into the "Discretionary" category and we 
would not be able to provide medical care at this time. 



Medical Administrative Officer 


Aic.4climunc: VAF 4107 
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THE SECRETARY OF VETERANS AFFAIRS 
WASHINGTON 


MAir 505 


The Honorable Bob Scump 
Chairman. Committee on 
Veterans’ Affairs 
House of Representatives 
Washington, DC 20515 


Dear Chairman Stump: 

Enclosed are the responses for the record to the 
questions submitted in your letter dated March 3, 1995. 

The questions pertain to the Full Committee FY 1996 budget 
hearing held on February 24, 1995. Also included are 
responses to the other Committee member's questions. 

Please let me know if we can be of further assistance. 


Sincerely yours. 



Enclosures 


JB/KS 
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CONGRESSMAN STUMP 

Construction Program-Reassessment 

Question: 1. VFW testimony makes several points 
regarding VA construction practices that if changed would 
result in significant cost savings. These recoirmendations 
include the use of overly broad application of ADA 
construction standards, setting standards in excess of 
general purpose hospital requirements, questionable natural 
harard mitigation construction practices that emphasize 
operational capability over preservation of life among 
others. In addition the Independent Budget urges gteatly 
expanded leasing in lieu of major construction. In light of 
these criticisms, do you believe it is an appropriate time 
to reassess VA's construction program? 

Answer: VA is continuously reassessing its construction 
program. Over the last two years, the Office of Construction 
Management (CM^ has been engaged in a vigorous effort to 
reinvent itself and significantly irrprove service to its 
customers. In fiscal year (PY^ 1994, CM effected a major 
realignment of the organization's structure and operating 
philosophy. These changes closely mirror initiatives 
contained in the Vice-President’s National Performance 
Review. CM's customers, as well as outside organizations, 
have complemented these recent efforts. 

VA is pursuing expanded leasing to acquire more primary care 
clinics to better serve the nation's veterans. However, VA 
has a vast infrastructure that also needs to be maintained. 
The last two budgets have emphasized patient environment, 
ambulatory care, and infrastructure projects. In order to 
become competitive in the health care environment. VA must 
upgrade its facilities. Particular emphasis has been placed 
on converting wards to no more than two beds per room and 
having private bathrooms for each room. This type of 
construction, as well as correcting infrastructure 
deficiencies, usually exceed the minor construction 
threshold. VA has a need to continue its construction 
programs for the foreseeable future. 

CM will re-evaluate the construction practices noted in the 
VSO independent budget. CM has compared VA accessibility 
standards with ADAAG and UPAS. CM's Barrier Free Design 
Officer is actively working with the Architectural and 
Transportation Barriers Compliance Board as they merge the 
ADA accessibility guidelines with the current UPAS 
requirements. Revisions to the VA standards will be 
coordinated with ADAAG and made to serve our clients’ needs 
in the most cost effective method possible. Hurricane 
Andrew and the recent earthquakes in California and Japan 
have created a need to re-e'/aluate national "private" as 
well as VA seismic and disaster standards. VA has a 
standing advisory coomittee of private sector seismic 
experts to advise VA on such matters VA standards will be 
updated consistent with the national cedes and standards. 
There is a Construction Policy Oversight Board Task Force to 
look at standards for administrative space. 

Medical Care-Workload 

Question: 2. The VA has projected an increase in its 
workload by 43,000 for FY 1996. Please explain how this 
number was derived? In actual count what was the number of 
veterans who became eligible for VA care in 1995 as a result 
of discharge from the service, disability, job loss or 
change in economic status . How many of these new veterans 
can be e3q>ected to use the VA in FY 1996? Which VAs will be 
impacted by this expected 43,000 increase? 

Answer: Workload forecasts are prepared h/ the Veterans 
Health Administration's (VHA’s) Boston Developttient Center 
and subsequently reviewed by VHA's line and staff offices. 
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The Boston Development Center forecasts future workload for 
each VA medical center in each of the Resource Planning and 
Management (RPM) system's 49 different patient classes (such 
as cardiovascular disease, stoke, and PTSO) . Forecasts are 
accomplished using historical counts of unique patients by 
patient class and VA medical center for FY 1988 to the 
present. Forecasting methodologies that have a track record 
of accuracy are selected for each patient class. The 
accuracy of the forecast methodologies are reviewed annually 
and revised as needed. Workload changes that are 
anticipated because of construction are merged into the RPM 
forecast. 

A display of estimated workload changes for FY 1995 to FY 
1996 by VA medical center is provided as an attachment to 
this question. 

The Defense Manpower Data Center. DoD. projects that 255.930 
veterans will be discharged during 1995. VA'S National 
Center for Veteran Analysis and Statistics estimates that 
approximately 127,450 (50 percent) of these veterans will be 
mandatory (Category A) veterans. 

We estimate that annually approximately 400,000 veterans 
make their first health care contact with the VA. These 
400,000 individuals are persona with no prior care in the VA 
within the prior 5 years. .Some of them will be newly 
eligible veterans as described above, but others will be 
veterans who may have been eligible for a long time and are 
just now making contact with the VA for health care 
services. On the other hand, however, the number of 
veterans provided VA care in the previous year who will 
never be cared for again in the VA is almost as large as the 
group of new veteran patients. Tliese are persons who have 
died, or who have acquired sufficient health care resources 
to pay for insurance, or who have become Medicare eligible 
and choose not to use the VA. The net change for 1996 is 
projected to be a net increase of 43,000 persons. 

Veterans Benefits Administration Overtime 

Question: 3. How much money is proposed for overtime at 
the Veterans Benefits Administration? 

Answer: In 1996, overtime totaling $5.5 million is 
requested to continue to reduce the C&P backlog and to 
process OBRA and reimbursable workload. 

Regional Office Claims Processing 

Question: 4. How many PTBB are needed to reduce average 
initial compensation and pension claims processing time 
below 100 days? 

Answer: Additional PTE will not imnediately iirprove 
timeliness. If we hired new, unskilled enployees in our 
adjudication divisions in 1996. it would require at least 
two years of training before these individuals could manage 
the range of duties expected of a fully-trained GS-9 
adjudicator. Acquiring all the technical expertise we 
expect of our GS-12 rating specialists would require 3-4 
years . 

A sustained level of staffing and overtime, coupled with 
management and technological initiatives, is a more 
effective approach to iirproving timeliness. Over the last 
6-8 months this combination has allowed us to reduce the 
backlog of pending CfcP claims and to improve the timeliness 
for initial disability compensation and pension claims 
significantly. We believe that by the end of FY 1995, the 
processing time for initial pension claims will be very 
close to the 100-day mark. If Adjudication staffing for FY 
1996 remains at the 1995 level (4,556 FTE), and if our 
planned management and technological Initiatives (e.g., a 



348 


higher proportion of the decision-iAakers-especially in the 
rating area, the in^lementation of the first phases of the 
Veterans Service Network and the Claims Processing system) 
are iirplemented on schedule, by the end of 1996 the 
processing time for initial disability compensation claims 
should be down to 140 days. This is a substantial 
in^rovement over the 215'day average that prevailed in mid- 
1994. We anticipate this improvement will continue, and 
that by the end of FY 1996 the average initial con^nsation 
claim will be completed in 106 days. 

Medical Office Leasing 

Question; 5. VPW states that Central Office is having 
second thoughts about allowing medical facility directors 
authority to lease up to 10,000 square feet of space for 
outpatient needs. Has VA Central Office changed its mind on 
this decentralization of leasing authority and if so, why? 

Answer: No, there are no plans to centralize this 
authority. 

Question: 6. Looking at the census for VA facilities, 
all inpatient bed sections will be experiencing losses 
(medical beds -200. surgical beds -150, psychiatric -50, 
intermediate -100) . The only areas experiencing growth are 
the nursing home and domiciliaries (nursing home 4 718, 
domiciliary 4 108 beds) Will these changes have any 
inpacts upon the medical school affiliations? What is being 
done to realign the staffs to deal with losses in the 
inpatient area and growth in nursing homes and 
domiciliaries? 

Answer: A decrease in patient census is not necessarily 
reflective of a comparable decreases in patient workload. 
During the last three years, PY 92, 99, and 94, patient 
census dropped approximately 6.7 percent while veteran 
population and patients treated experienced a decrease of 
1.8 percent. Over the same period the number of unique 
patients grew by 2-5%, reflecting the ongoing shift to 
outpatient settings. This decrease in census is attributed 
to inproved efficiencies in VHA's health care delivery such 
as reduced lengths of stay and greater utilization of 
ambulatory pre-admission screening and testing. With 
greater enphasis being placed on long-term care and primary 
care in the outpatient arena, facility directors have been 
made aware of the need to shift resources including staff, 
to the appropriate locations. This budget reflects an 
increase of 644 outpatient PTE and 1,001 nursing home FTB in 
1996. These increases are offset by a decrease of 1,679 
hospital rre in 1996. While VA facilities are experiencing a 
decline in inpatient census, services are growing rapidly in 
the outpatient arena. The medical school affiliates are 
eager to have opportunities to teach in these settings and 
are planning for the transition of individual teaching 
programs and faculty with their local VAMCs. It should also 
be recognized that with VHA's move to primary care, VA's 
role in health education is significantly increased by 
participation in the training of primary care physicians 
which are in such great demand in the health care 
environment today. 

MAMOB 

Question: 7. The Medical Acteinistration and 
Miscellaneous Operating Expenses Account (MAMOB) will be 
increased by $2.4 million, yet the FTE level will be 
decreased by 12. Please explain the effect of this 
reduction on the Under Secretary's planned reorganization. 

Answer: MAMOB ceiling will be reduced from 802 PTBE to 
790 FTE in the FY 1996 Budget. The reorganization proposed 
by the Under Secretary for Health will reconfigure and 
consolidate a number of offices, and the HAMOE ceiling will 



349 


have the flexibility to absorb this reduction without 
compromising the effectiveness of the new organization. The 
new organization will be focused on establishing policy, 
setting performance and quality measures, and representing 
VHA to its customers and stake holders. The Central Office 
staff will be less involved in operational decision making. 

Research 

Question: 8. The Research budget shows an increase of 
$5 million, yet the greatest reductions are in 
rehabilitation research, one of the VA's specialized program 
areas, and also in health services research. Please explain 
how these areas will be affected by the reductions. 

Answer: We are requesting increased appropriations for 
both rehabilitation and health services research and these 
increases are greater proportionately than the increase for 
medical research. The decreases reflected in obligations 
are artifactual in that they result from such factors as 
carry over of prior year appropriations, as is possible with 
two-year appropriations. 

Question: 9. Please ejqplain the term direct research 
enployment. Are these positions funded 100 percent by the 
VA? With the average FTE decreasing by 68 in the FY 1996 
budget, which projects will be affected? 

Answer: The table on page 3-8 (vol. 2 of VA FY 1996 
Budget Submission) contains the terms, 'direct FTE” and 
'reimbursable FTE' . Direct PTE refers to research en^loyees 
supported by research appropriation funds; reimbursable FTE 
refers to employees supported by funds transferred to VA 
from outside sources, such as other federal agencies, non- 
profit organizations, and pharmaceutical firms. 

The decrease of 66 in direct FTE (shown in the same table) 
will result from a decrease of 60 research programs. These 
programs will be identified through a scientific peer review 
process. 

Question: 10. What is the status of the $20 million 
research augmentation from the Department of Defense for 
this year and in FY 1996? 

Answer: No funds for the cooperative VA/DoD medical 
research program for FY 1995 have been transferred to VA as 
of March 10, 1995. We expect that $13 million may be 
transferred shortly; the eventual transfer of the remainder 
is uncertain. 

We do not know whether funding for this program will be 
appropriated for FY 1996. 

Contracts 

Question: 11. Contractual services in all accounts such 
as contract hospitalization, coiranunity nursing homes, and 
other contractual services have grown at a steady rate. The 
largest accoiint is 'other contractual services.' Please 
describe what specifically is included in this account and 
what types of services VA buys under this account . What 
percentage of the budget figure of $1.1 billion is for 
contract personnel? 
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Answer: Based on page 2-45 of the budget submission, 
the major breakdown of Medical Care contractual services 
(object class 25) is as follows: 


Category 

Non-VA Programs 
Maintenance and 
Repair 

Incentive and 
Therapy 

Other Contractual 

Services 

Total 


(Dollars in thousands) 


1994 Actual 

$797,515 

188.232 

6.970 

807,752 

1.800.469 


1995 
Bstimate 
$827,811 
204.823 

7,270 

1,119,857 

2,159,761 


1996 Estimate 

$875,975 

211,188 

7,737 

1,145,293 

2,240,190 


In 1994, approxiMtely $339-6 oiillion of the total for other 
contractual services was obligated for personal services 
contracts including medical consultants/attendents ($11.2 
million), house staff contracts ($193.5 laillion). scarce 
medical specialists ($85.4 ■dllion) and other personal 
services contracts ($49.5 million). These personal service 
contracts represent about 42 percent of the total for other 
contractual services. The balance of other contractual 
services, or $466.1 million, was obligated for contracts for 
perforstance of specified services. BxaBv>les of these 
contracts for services include Non-Recurring Maintenance 
contracts, architect and engineering services, various ADP 
services, services purchased from sharing partners, tuition 
and registration fees, etc. Itie above breakdown between 
personal service and other contracts is not precise and is 
based upon our best approximation of how VA sub-object codes 
should be classified. 


Major Construction 

Question: 12. The Major Construction Account for FY 
1996 is $513,755 million. Tliis represents an increase of 
$159 sdliion over PY 1995. What are VA*s top 20 Major 
Construction projects? in pre-hearing questions. I raised 
concern over t)>e Department's focus on bed based projects. 
Please describe the methodology which elevated the Brevard 
hospital construction project to number 2 on the PY 1996 
submission? 

Answer: The following chart reflects the top twenty 
major construction projects based on priority score from the 
inventory conpiled and revalidated for use in the initial 
selection of projects to be considered for the FY 1996 
Construction Budget. (3nly projects in the Secretary's top 
three priority categories (patient environment, ambulatory 
care, and infrastructure) were prioritized. 


Locstion 

Title 

Priority 

Score 

*Pslo Alto, 

CA 

Seis Upgrade, B-40 
li 43 

20.46 

Travla, CX 

VX/XP J/V. Travis XF 

Base 

20.20 

•Palo Xlto, CX 


19.85 

Atlanta, GA 



ly? r.* 

Renovste Hursino Units 

19.80 

Marion, IN 


19.80 

Ksrioo, XL 


19.80 

Saliabury, NC 

Bnvi r onmental 
Enhancements 

19.80 

**Ft. Howard. MD 

E&SESSHHHBHBH 

19.80 
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'Indianapolis. IN 


19.36 

Reno. NV 

Repl Bed Bldg/Rmbul 

Care 


•Palo Alto, CA 

Seis Upgrade B-301, 137 
k 329 


•Palo Alto. CA 


19.23 

•Palo Alto, CA 

Seis Corrs, B-303.222. 
331 

19.23 

Perry Point, MD 

Renovate Psychiatric 
Wards 

19.14 

•Waco, Tx 


19.12 

•Waco. TX 

F&S Corrs. Bldas 1 & 5 

19.12 


Seismic Corrections 

19.10 

•Brooklyn. MY 

Renovate 4 Wards 

18.92 

San Antonio. TX 

Patient Privacy 
Corrections 

18.70 


*Not considered due to possible construction 
conflicts with ongoing construction projects 

**Not considered due to possible mission change 


Although projects are generally selected for inclusion in a 
budget based on priority score, some projects are chosen 
based on VA's participation in joint ventures with other 
government entities, the need to fill a sigificant gap in 
services to veterans (the Brevard County project), or other 
Departmental comnitments . 

The low score for Brevard results from the assignment of low 
program emphasis weights (PEWs) to new hospital projects. 

The highest PEWs are assigned to projects that improve 
access to care and the quality and safety of existing 
facilities. However, in the context of a large area with a 
large number of underserved veterans, such as Brevard's 
catchment area, the score does not accurately reflect 
veterans* health care needs. Therefore, we included the 
Brevard County project in our 1996 budget request because of 
the unique need of a growing veteran population in that area 
and to address long-standing needs for long-term psychiatry 
and nursing home care beds in the state of Florida. 

State ^gpproving Agencies 

Question: 13. The budget seeks $13 million for the 
State Approving Agencies. How do they document their 
activities on behalf of the VA? 

Answer: Bach State Approving Agency (SAA) files the 
Quarterly Report of State Approving Agency Activities, a 
report whose format is prescribed by DVA and approved by 
0MB. The SAA describes the number of applications approved, 
denied, pending, and withdrawn. They also report 
supervisory visits, approval inspection visits, and visits 
at the request of DVA. They report deficiencies found and 
corrected and suspensions and withdrawals of approval. 
Vouchers submitted for reimbursement must be supported by 
visit reports and approval actions submitted to the VARO. 

The VARO Education Services Unit continually monitors SAA 
activity, particularly with reference to reimbursefsent . 

Insurance 

Question: 14. What would be the effect, if any. of 
allowing VGLI participants to elect conversion to comnercial 
life insurance policies at any time during the 6 year term 
of the current VGLI policy? 

Answer: Individuals insured in the VGLI program can 
convert their VGLI term coverage to permanent plans of 
insurance with any of the private insurance companies who 
participate in the program. Currently, the insureds can 
convert only at the end of each renewab.le 5-year VGLI 
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period. This proposal would allow then to convert at any 
time, not just the end of each 5-year period, litis would be 
advantageous to insureds because conversion is less 
expensive the younger you ore. Therefore, allowing them to 
convert at on earlier time «rould result in a lowering of 
their cost for the permanent plan policy. There would be no 
significant financial impact on the SGLI or VGLI programs. 

Grants Programs for Construction of State Veterans 
Coneteries 

Ouestion: 15. The Grants Program for the Construction 
of State Veterans Cemeteries provides aid to States in 
establishing State veterans cemeteries. It's a popular 
program ^d delivers a lot of 'bang for the buck." The NCS 
request is over $4 million less than last year's level of 
$5.4 million. Is VA moving in the right direction on this 
program? Is $1 million an adequate level of funding to 
assist States in providing burial space for veterans in PY 
19967 


Answer: Based upon known requirements, there will be 
approximately $5.2 million in prior year funding carried 
forward into 1996. With the additional $1.0 million 
requested, there will be a total of $6.2 siillion available 
for grants in 1996. Potential obligations exceed this 
astount by just under $1.0 million; however, experience shows 
that some of these projects will not siaterialize or will be 
delayed by the States until a later fiscal year. It is 
anticipated, therefore, that 1996 funding will be sufficient 
to fund all grants that are ready for obligation by the end 
of 1996, and that there will be no backlog of unfunded 
applications. 

Care for Non-Indigent, Non-Service Connected Veterans 

Question; 16. A letter written to the Hew York TiMs 
has raised siany questions. The writer stated that her non- 
indioent. nonservice-gp^nected huahend was receiving nursing 
home care for Alzheimer's Disease and that she paid the VA 
approximately $6,000 a year for this care. An inquiry to 
the VA revealed that nearly 300 non-indioent. nonservice- 
connccted patients were receiving similar services from the 
VA. Z have been told that the demand for nursing home care 
is higher than the VA can meet, that service-connected 
veterans receive priority, and that waiting lists exist for 
service-connected veterans. Please explain the 
circumstances in which nonservice-connected veterans can 
receive care apparently ahead of service-connected veterans. 
Why is the VA charging only 13 percent of what it actually 
costs to care for these veterans considering the estimated 
cost is upwards of $45,000 per patient. The VA spends 
nearly $13 million on care for this group of non-indigent . 
nonservice-connected veterans. What is the current policy 
and what is being done to ensure that the service-connected 
veterans are given priority? Has the Department considered 
a change in the collection policy to reflect a more 
equitable reimbursement to the government? 

Answer: At a particular facility, a nonservice- 
connected veteran in need of hospital based nursing home 
care can be admitted to a VA nursing home care unit when 
space and resources are available and an application for VA 
nursing home care from a service-connected veteran is not 
pending on a waiting list. 

Service-connected veterans receive a higher criteria 
for placeotent in VA nursing home care units. The priorities 
for care follow: 

a. Any veteran who has a service-connected disability 
and who requires nursing home care for any condition; 

b. Any veteran whose discharge or release from the 
active military, naval, or air service was for a disability 
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incurred or aggravated in the line of duty and who requires 
nursing home care for any condition; 

c. Any veteran who, but for a suspension pursuant to 
30 U.S.C. SllSl would be entitled to disability 
compensation, but only to the extent that such veteran's 
continuing eligibility for such care is provided for in the 
judgment or settlement described in such section and who 
requires nursing home care for any condition; 

d. Any veteran who is a former prisoner of war and who 
requires nursing home care for any condition; 

e. Any veteran who served in Vietnam during the 
Vietnam era and who may have been exposed to Agent Orange or 
other toxic substance and who needs care for a condition 
possibly related to such exposure, and to veterans who were 
exposed while on active duty to ionizing radiation from 
nuclear testing or participation in the American occupation 
of Hiroshima and Nagasaki following World War II and who are 
in need of nursing home care for a condition possibly 
related to such exposure; 

f. Any veteran of the Spanish-American War, the 
Mexican Border Period, or World War 1, for any condition 
that reqp^ires nursing home care; and 

g. Any nonservice-connected veteran who is in receipt 
of VA pension or whose income is below the means test 
threshold amount . 

h. Any nonservice-connected veteran eligible for VA 
hospital care whose income exceeds the means test income 
threshold amounts if the veteran agrees to pay the 
applicable copayments for the care rendered by VA. 

It is possible to have a service-connected veteran on a 
waiting list at a facility which has a vacant bed, but the 
vacant bed does not meet the medical care level required by 
the service-connected veteran. In this case, a nonservice- 
connected veteran requiring the available level of care may 
be admitted. Most VA nursing home care units currently have 
waiting lists; however, there are a few units that do not. 

Section 1710 of title 38. U.S. Code, establishes the means 
test based upon veterans' income and assets. Veterans whose 
income is above certain levels are required to make 
copayments for the care that they receive within VA 
facilities. Currently these copayments are: 

a. Hospital Inpatient: The cost of care but not to 
exceed $716 the for first 90 days of care in any 365-day 
period. The copayment for the second, third and fourth 90 
days of care is $353. 

b. Nursing Home Patient: $716 for each 'iO days of 
care received. 

c. Outpatient: $39 for each outpatient visit. 

In addition. Section 1710 further authorizes VA to seek 
reimbursement from veterans' insurance carriers for the cost 
of non-service-connected care provided to the veterans. 
Section 1729 of title 38 requires that VA assess a per diem 
copayment of $10 for inpatient care and $5 for nursing home 
care for care provided to these veterans. 

The collections VA can make, and the copayments VA can 
charge, are established by law and can be changed only by 
Congressional action . 



354 


CONGRESSMAN MONTGOMERY 

Telecomminications 

Question: 1. Nr. Secretary, I understand you requested 
funds to address the serious problems veterans and their 
families face in trying to contact the VA by telephone. 

Tell us about your request and why it is needed. 

Answer: VBA's VAATS initiative to address 
telecoomunications deficiencies was intended to introduce 
the use of Con^ter Telephone Integrated (CTI) technology to 
VBA as our primary means of managing telephone traffic and 
providing the means for veterans to interact with VBA for 
information and services. 

The telecoanunications industry has made significant 
advances in telephone traffic management since deregulation. 
The tasks of receiving telephone calls from the veteran 
population and providing current information are no 
different for VBA than for private industry or other 
government agencies. The lack of funding over the past few 
years limited VBA's ability to take advantage of industry 
solutions which are readily available. In only a few cases 
has the Administration been able to upgrade its telephone 
systems to address the blocked call rate. 

CTI is commonly used throughout the business coimiunity. The 
basic principle of the initiative, or CTI, is to extend the 
use of the veteran's telephone insti-ument to interact more 
effectively with VBA. Features such as recorded messaging, 
menu selections, and voice mail are the more widely 
available CTI features which would have the most direct 
impact on the blocked call rate. More advanced features 
such as interactive voice response systems will allow VBA to 
make changes to business processes and further reduce the 
need for telephone inquiries. 

The percentage of blocked calls currently experienced by VBA 
is reflective of an outdated telephone system which limits 
the number of lines or calls to an office. The nun^r of 
lines is controlled by the number of FTB available to answer 
telephone calls. The limitation in the PTE will not allow 
VBA to resolve the blocked call rate. Thg Int-rt^uction of 
proven technology in telephone continues 

to be the only neana available t o VBA to resolve this 

problem and imrove service to veterans. 

The features mentioned above which inpact on the 
blocked call rate include: 

— automated call attendant - this function answers the 
phone, greets the caller, and provides a menu of options and 
routes the call based on the option selected by the caller. 

•-audio text - this function allows veteran clients to 
hear pre-recorded messages. 

--voice mail - this function allows callers to leave 
messages to request forms, applications, and pamphlets. 

One component of the initiative which we plan to pursue is 
the upgrading of indiv.\dual regional office call handling 
systems. This is only an interim solution since it does not 
introduce the full benefits of CTI. Ttie cost of modem 
telephone systems with desirable features varies dependent 
upon the number of lines needed to serve the population 
within the assigned station jurisdiction. 

Guaranteed Home Loans 

Question: 2a. Mr. Secretary, I am a little surprised 
that you are proposing that we repeal protections afforded 
veterans who lose their home that is guaranteed by a VA 
loan. (Current law provides that the United States may not 
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garnish benefits to satisfy a loan guaranty indebtedness.) 
Doesn't this mean that the veteran may be forced to pay a 
debt which he cr she never had a chance to contest? 

Answer: All borrowers under VA home loan programs 
receive clearly stated notice at closing of the possible 
consequences of default. We believe that an individual who 
has stopped paying his/her mortgage, but continues to live 
in the house, )cnows full well that foreclosure is about to 
occur because of the activities leading to that sale. Those 
activities usually include a VA appraiser's visit and at 
least minimal notice published in a local newspaper or 
posted on the property itself. Those borrowers who abandon 
the property have every reason to know that the lender and 
the Government will seek to mitigate their losses. In some 
states, borrowers have a right to redemption or loan 
reinstatement for a period of months following a foreclosure 
sale . 

Should foreclosure result in the establishment of a debt, VA 
mails notice to the debtor(s). For over two years that 
notice has been sent by certified mail. Set forth in the 
notice are the debtor's procedural rights (if the debtor is 
a veteran or the spouse of a veteran) . These include the 
right to dispute the existence or amount of the debt, the 
right to request waivex of collection and the tight to an 
oral hearing in connection with the waiver request. 

Disputes and waiver requests that are denied may be appealed 
to the Board of Veterans Appeals and from there to the 
United States Court of Veterans Appeals. Decisions of 
latter may be appealed to the United States Courts of 
Appeals for the Federal Circuit. 

Should section 3726 be repealed, VA would have two efficient 
means of seeking involuntary payment - Federal salary offset 
and income tax refund offset. Both of these must be 
preceded by notice before offset is requested from an 
employing agency or the Internal Revenue Service. The 
notice preceding a request for offset of salary includes the 
right to a hearing. Litigation is another means of see)iing 
involuntary payment replete with its own notice and process 
requirements. As a practical matter, however, it is the 
least efficient and most expensive method of involuntary 
collection. 

Failing this third tier of opportunity, the debtor 
(regardless of veteran status) always has the right to make 
a conpromise offer or enter into a repayment plan. 

Question: 2b. The savings estimate also seems a little 
high. After all, when we established the Guaranty and 
Indemnity home loan program, in 1989, we held that veterans 
would be indemnified and not be liable in the event of any 
default, with certain exceptions. 

Answer: Despite the introduction of the Guaranty and 
Indemnity Fund progreun in 1990 and liberalized waiver 
criteria, more than $1.6 billion in loan guaranty debt 
remains outstanding. 

Federal en^loyees or retirees owe $270.5 million. Our Debt 
Management Center staff believes that a significant portion 
of that amount would be collectible should the proposed 
legislation be enacted and no catastrophic reduction in the 
Federal work force occurs over the next five fiscal years. 
That amount, alone, would far exceed the conservatively 
estimated savings of $108.7 million (the amount estimated 
before reduction to present value) . Approximately 80 
percent of loan guareuxty debt is the result of nonjudicial 
foreclosure. At the current rate of collection, VA expects 
to racovar $9.7 million in home loan debt in FY 1996 through 
the Federal Salary Offset Program (either involxintary salary 
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offsets or voluntary payments made after notice of intention 
to seek offset). The cate of collection from employees who 
were subject to judiciai foLeclo&uce is 2.4 times greater 
than that from employees whose home loans were subject to 
nonjudicial foreclosure. Allowing Cor a 15 percent 
reduction in the Federal work force each year for five 
years, collections attributable to the Federal Salary Offset 
Program should increase $86.4 million (not reduced for 
present value) over the same five year period should the 
proposed legislation be enacted. 

A similar updated estimate of savings for the Income Tax 
Refund Offset Program would require running a computer 
program that might not be convicted within the time frame of 
this response. However, similar principles would apply. VA 
expects to collect roughly $1.3 million from judicially 
foreclosed home loan debts in 1995. Again, only 20 percent 
of the home loan debt portfolio is the result of judicial 
foreclosure; thus, enactment of this proposal ‘^rauld result 
in significantly increased collections through the refund 
offset program. 

we should note that the amount collected from the tax refund 
offset program has steadily diminished over the last few 
years, in part, from the enactment of the GIF progreun and 
liberalized waiver criteria. However, tax withholding and 
revenue enhancement policies as well as many other economic 
factors (eirployment, wage levels, etc.) can play a 
significant role in the amounts available for offset. 

Should substantial changes in tax policy (including 
withholding rates) be enacted in the near term, the rate of 
collection from this program could be profoundly affected. 

An in^ortant factor in the sutxnission of this proposal now, 
is the age of the home loan debt portfolio. Over 30 percent 
of that portfolio is more than six years old. Another 10 
percent will reach its sixth anniversary in the next fiscal 
year. These debts cannot be referred for salary or tax 
refund offset once they have reached 10 years old. 

Litigation on a mass scale is not available for the vast 
majority of claims, regardless of the age of the det>t . No 
claims may be referred for litigation that are over six 
years old. In real terms, this may be the last chance the 
Government has to initiate involuntary collection on a 
substantial portion of VA's debt portfolio. 

Cost of Living Allowances 

Question: 3. Why is the Administration singling out 
veterans by proposing to limit future cost of living 
allowances? 

Answer: The Omnibus Budget Reconciliation Act .>f 1993 (OBRA 
93) cancelled the FY 1994 Hontgomery GI Bill COLA and 
reduced the FY 1995 COLA loy one-half. OBRA 93 also limited 
the FY 1994 COLA under the old DIC progreun by providing the 
surviving spouses of those who were in pay grade S-7 and 
above with one-half of the COLA in the iDase rate provided to 
spouses under the reformed DIC program. It should also be 
noted that these seune pay grades (i.e., E-7 and above) which 
received the "half COLA" are already receiving more than 
their counterparts are receiving under DIC reform, and in 
some cases, considerably more. Also. OBRA 93 provided for 
rounding down all rate increases in the FY 1994 compensation 
COLA; and Public Law 103-446 providing for rounding down the 
FY 1995 compensation COLA. 

The Administration's proposal to continue the 
Hontgomery GI Bill, compensation, and DIC COLA limits in PYs 
1996-2000 does not single out veterans. Rather, it is part 
of an overall deficit reduction plan that involves extending 
through FY 2000 the cost-saving provisions enacted by the 
Congress in OBRA 93 Extension of the OBRA 93 education 
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provision will contribute an estimated $200 million in 
deficit reduction over a five-year period and extensions of 
the coiTf>ensation and DIC provisions, an estimated $SA2 
million. 
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CONGRESSMAN BILIRAKIS 

Spinal Cord Injury Unit 

Question: 1. What is the current status of the Spinal 
Cord Injury (SCI) unit project at the James Haley Medical 
Center in Tampa, Florida? 

Question: 2 . How long does a construction documents 
development award ta)ce? 

Question: 3. When do you anticipate requesting 
construction money for the SCI Unit? 

Question: 4. Once construction begins, how long will it 
take to complete the construction of the SCI Unit? 

Question: 5. What VA projects are considered to be 
higher priority than the Tampa SCI unit project? 

Question: 6. Were any projects with a lower priority 
than the SCI unit included in the Administration's FY 1996 
budget request? If so. why were they included? 

Answer: With the $4 million Congress appropriated in FY 
1995 for design, a construction documents award is 
anticipated to be made in May 1995. It is scheduled to be 
completed in eight months. Future funding for construction 
will be requested based on the availability of construction 
resources and other project priorities. Once construction 
funds are made available, the SCI unit can be completed in 
28 months. 


The Tampa SCI project's priority score is 13.77 (scored as a 
patient environment project! . Other than the Brevard 
Medical Center/NHC project, all other projects included in 
the PY 1996 budget request have higher priority scores. 
Although, the Brevard County New Medical Center project has 
a lower priority score, the Secretary is committed to 
providing equity of access to America's veterans 
irrespective of residence. The East Central Florida area 
has been identified for over ten years as a critically 
underserved area with a growing population of retired, 
limited income veterans. The Brevard project also provides 
nursing home care and long-term psychiatry beds that will 
address statewide deficiencies. 

Medical Care 

Question: 7. How many inpatient beds are currently 
deactivated in the .state of Florida? Please provide a 
breakdown on where these beds are located. 


Answer : 

VAMC 

Hunger of 

Bay Pines 


0 

Gainesville 


70 

Lake City 


33 

Miami 


38 

Teunpa 


66 

Total 


207 


Beds Out-Of-Service 
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Question: 8. Why are these beds not being utilized? 

Answer: VAMC Beds Out of Service Due to: 

Construction Resources Workload 


Bay Pines 

0 

0 


0 

Gainesville 

30 

40 


0 

Lake City 

33 

0 


0 

Miami 

20 

0 


18 

Tampa 

66 

0 


0 

Total 

149 


40 

18 

Question: 9. 

Does VA have plans 

to reactivate 

these 


beds? If so, when? 

Answer: All beds out-oC~service due to construction 
will be reactivated when the various major and minor 
construction projects involved are conplete. The VAMCs 
Gainesville and Miami will continue to assess whether 
resources and workload adjustments have occurred that %rauld 
enable them to reactivate these beds . 



360 


CONGRESSMAN EVERETT 

Veterans' Benefits Administration Staffirtvi 

Question; 1. In responding to a pre'hearlng question, 

VA indicated they were not able to provide VBA staffing 
levels for its adjudication division because of impending 
reorganization. What are the current staffing totals for 
management, adjudicators, rating specialists, claims 
development, and support staff? 

Answer: As of December 31, 1994, 4,364 people were 
enployed in our 57 Adjudication divisions. Of this number. 
2,201 were classified as adjudicators and 928 were formally 
assigned to rating activities. Many of the remainder 
<1,235) were involved in preparing awards and/or ratings, 
but held positions that were reported in other categories. 
Three exanples would be development and burial cler)cs (who 
do burial awards), the 267 employees in the four Regional 
Processing Centers (who handle the centralized education 
workload) and our 331 managers (this category includes, in 
addition to Adjudication Officers, lower supervisors who may 
be called upon to prepare special awards or ratings, or to 
work as an adjudicator or rating specialists during overtime 
periods) . 

Board of Veterans' Appeals 

Question: 2. How will the budget request reduce the 
existing appeals backlog at the Board of Veterans' App>eals? 

Answer: The PY 1996 budget request for the Board of 
Veterans' Appeals will su(^ort an FTE level that can produce 
33,600 decisions. T)iis a is 20 percent increase over the 
estimated BVA decision production for PY 1995 and a 50% 
improvement over BVA's FY 1994 output of 22.045 decisions. 
Despite this improvement, appeal backlog problems will 
persist until appellate decisions output is equal to or 
greater than appellate receipts. Appeal receiots for FY 
1996 are projected to remain constemt at around 36,000. 

Question: 3. How many FTE are needed to reduce claims 
processing below 100 days? 

Answer: Additional FTE will not immediately improve 
timeliness. If we hired new, unskilled employees in our 
adjudication divisions in 1996, it would require at least 
two years of training before these individuals could manage 
the range of duties expected of a fully-trained GS-9 
adjudicator. Acquiring ail the tecYmical expertise we 
expect of our GS-12 rating specialists would require 3-4 
years . 

A sustained level of staffing and overtime, coupled with 
management and technological initiatives, is a more 
effective approach to improving timeliness. 0*/er the last 
6-8 months this combination has allowed us to reduce the 
backlog of pending C&P claims and to improve the timeliness 
for initial disability compensation and pension claims 
significantly. We believe that by the end of PY 1995, the 
processing time for initial pension claims will be very 
close to the lOO-day mark. If Adjudication staffing for PY 
1996 remains at the 1995 level (4,558 FTE), and if our 
planned management and technological initiatives (e.g., a 
higher proportion of the decision-makers-especially in the 
rating area, the implementation of the first phases of the 
Veterans Service Networ)c and the Claims Processing system) 
are implemented on schedule, by the end of 1996 the 
processing time for initial disability compensation claims 
should be down to 140 days. This is a substantial 
inprovement over the 215'day average that prevailed in mid- 
1994. we anticipate this inprovement will continue, and 
that by the end of FY 1998 the average initial compensation 
claim will be cocipleted in 106 days. 
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CONGRESSMAN BUYER 

Construction Program 

Question: 1. VFW points out several flaws in the 
management of VA's construction program such as iiic>roper 
organization, overly broad application of ADA construction 
standards, setting standards in excess of general purpose 
hospital requirements, questionable natural hazard 
mitigation construction practices that emphasize operational 
capability over preservation of life, and other criticism of 
the VA Hospital Building System. The IB also urges greatly 
expanded leasing in lieu of major construction. In light of 
these criticisms, do you feel it is time for a major 
rethinking of VA’s construction program? 

Answer; VA is continuously reassessing its construction 
program. Over the last two years, the Office of 
Construction Management (CM) has been engaged in a vigorous 
effort to reinvent itself and significantly improve service 
to its customers. In fiscal year (FY) 1994, CM effected a 
major realignment of the organization's structure and 
operating philosophy. These changes closely mirror 
initiatives contained in the Vice-President's National 
Performance Review. CM'a customers, as well as outside 
organizations, have coo^lemented these recent efforts. 

VA is pursuing expanded leasing to acquire more primary care 
clinics to better serve the nation's veterans. However, VA 
has a vast infrastructure that also needs to be maintained. 
The last two budgets have emphasized patient environment, 
ambulatory care, and infrastructure projects. In order to 
become conpetitive in the health care environment, VA must 
upgrade its facilities. Particular enphasis has been placed 
on converting wards to no more than two beds per room and 
having private bathrooms for each room. This type of 
construction, as well as correcting infrastructure 
deficiencies, usually exceed the minor construction 
threshold. VA has a need to continue its construction 
programs for the foreseeable future. 

CM will re-evaluate the construction practices noted in the 
VSO independent budget. CM has compared VA accessibility 
standards with ADAAG and UPAS. CM's Barrier Free Design 
Officer is actively working with the Architectural and 
Transportation Barriers Compliance Board as they merge the 
ADA accessibility guidelines with the current UPAS 
requirements. Revisions to the VA standards will be 
coordinated with ADAAG and made to serve our clients' needs 
in the most cost effective method possible. Hurricane 
Andrew and the recent earthquakes in California and Japan 
have created a need to re-evaluate national 'private* as 
well as VA seismic and disaster standards. VA has a 
standing advisory committee of private sector seismic 
experts to advise VA on such matters. VA standards will be 
updated consistent with the national codes and standards. 
There is a Construction Policy Oversight Board Task Force to 
look at standards for administrative space. 

Question: 2. states that Central Office is having 

second thoughts about allowing medical facility directors 
authority to lease up to 10,000 square feet of space for 
outpatient needs. Has VACO changed its mind on this 
decentralization of leoaing authority and if ao, why? 

Ansurer: No, there are no plana to centralize this 
authority. There is a Construction Policy Oversight Board 
Task Force to look at standards for a^iniatrative space. 
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CONGRESSMAN FLANAGAN 

Medical Care 

Question: 1. Secretary Brown; The "Medical Programs" 

section of the Administration's 1996 budget submission 
claims to "continue the shift from hospital inpatient care 
to more appropriate care settings, such as outpatient and 
other non^institutional services." In what ways does this 
$16.9 billion proposal set forth a long-term strategic 
vision for such continued shifts in eligibility reform? 

Answer: This budget request supports a continued shift 
from inpatient care to outpatient. However, VA must reform 
its health care system to best manage services to veterans 
and to remove barriers to providing care on an ambulatory 
basis. This means being able to provide veterans with the 
roost appropriate level of care and improved access to 
primary and preventative care. VA is making a transition 
from an institutional-based, inpatient hospital system to 
integrated comnunity-based networks of care with hospitals 
as components providing appropriate, accessible, 
comprehensive services to veterans. 

Question: 2. Under Secretary Kiser: In what ways does 
this budget proposal address the issue of management reform 
and consolidation in the Chicago-area Veterans' Affairs 
hospitals? 

Answer: Through the pilot Network PDF process, the 
Chicago Network has identified projects at various facility 
locations which are intended to enable the Network to more 
effectively support its combined workload, particularly in 
ambulatory care. The Network is also continuing its 
transportation network between medical centers and clinics 
in an effort to facilitate the movement of patients, staff 
and records. The Veterans Health Administration, its 
facilities and networks will continue to support management 
improvement initiatives through streamlining and integration 
of services and, in certain circumstances, facilities. 

National Cemetery System-Chicago 

Question: 3. Director Bowen, could you give me an 
update regarding how far along the VA is in the 
establishment of a Chicago area national cemetery for 
veterans? How does this budget proposal address the issue? 

Answer: Thv: Department of Veterans Affair** submitted a 
report to Congress in 1987 that identified Chicago as the 
number one area of the ten indicated in the report most in 
need of a new national cemetery. FY 1988 funds were 
appropriated to prepare an Environmental Impact Statement 
(EIS>, which identified the northern portion of Port 
Sheridan as the most viable site for the cemetery. 

Secretary Edward Derwinski signed the Record of Decision in 
October 1991. 

The acreage needed for the cemetery had been appraised by 
the United States Army for more than $35 million; and the 
Army sought either "fair market value" or a "value-for-value 
transfer" based on provisions under the Base Closures and 
Realignment Act. VA spent many months negotiating for 162 
acres of Port Sheridan's land with the Army. Secretary 
Brown's ultimate offer of $6,945 million was rejected by the 
Department of the Army in May 1993. This rejection meant 
that VA would have to start the process of finding a new 
location for the cemetery all over again. 

VA immediately began trying to locate a new site in an 
effort to uphold its commitment to Chicago-area veterans. 
Early June 1993 NCS staff visited Cissna Park, Grant Park, 
and Joliet Army Ammunition Plant (Hoff Woods) in search of a 
replacement for Fort Sheridan. A supplemental ETS contract 
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was awarded late June 1993. Hoff Woods was chosen as the 
most viable new site. An analysis of this new location 
estimated the availability of burial space well beyond the 
year 2030--a considerable amount over Che acreage sought at 
the Fort Sheridan site. The preliminary draft for the EIS 
was submitted to VA in August 1993. It was distributed to 
members of the Congress in September and filed with the 
Environmental Protection Agency in October of the same year. 

In addition to the need to locate a new site, delays have 
resulted from EIS and land use issues, as well as from 
issues regarding land transfer arrangements. Comments on 
the draft EIS were received from the Environmental 
Protection Agency, United States Fish and Wildlife Service, 
and the Illinois Department of Conservation. VA 
representatives met with the above-named organizations in 
February 1994 to determine a use for the land that all 
parties could agree upon. Secretary Brown sighed the Record 
of Decision selecting Joliet as the site Cor the new 
cemetery in July 1994 . 

A bill, H.R. 4946, transferring a 900-1,000 acre parcel from 
the Department of the Army to VA for the new cemetery was 
introduced and passed by the House of Representatives in the 
103rd Congress. The bill also included language that would 
transfer the remaining areas of the Joliet Army Anmunition 
Plant to the United States Department of Agriculture and 
adjacent local governments. The House of Representatives 
passed the bill in October of 1994; however, the 103rd 
Congress adjourned before the Senate took any action on the 
bill. A disagreement with the Will County transfer portion 
of the bill blocked the measure from being considered in the 
Senate. Identical proposals, H.R. 714 and S.449, have been 
introduced in the 104th Congress. 

With the legislative tiansfer of the land at Joliet in 
question, negotiations were initiated with the Department of 
the Army for transfer of land to VA under Public Law 100- 
180. This public law will permit transfer of not less than 
200 acres of the Joliet Army Ammunition Plant to VA at no 
cost and is an alternative to other legislative authority 
currently being considered by Congress. VA's meetings with 
the Army have been very positive. Unlike H.R. 714, it does 
not involve transfers to any other agencies. The boundary 
survey contract has been conpleted. The master planning 
contract is expected to be awarded by mid March 1995. Upon 
completion of the master plan WCS will proceed with design 
and construction of the new cemetery. 
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CONGRESSMAN WELLER 

Third Party Reimbursements 

Question: 1. We have heard from numerous veterans 
service organizations, including those represented today, 
requesting that the VA be allowed to retain 3rd party 
insurer payments rather than continue to return the funds to 
the US Treasury. 

la. What is the Administration's position on this 
issue? 

Answer: The Medical Care Cost Recovery (MCCR) revolving 
fund, established by P.L. 101-508, is required to return 
collections to the US. Treasury. This program has been very 
successful, returning more than $2.2 billion to the 
Treasury. Legislation would be required to allow VA to 
retain third party insurer payments. The FY 1996 President's 
Budget Request did not include a proposal allowing VA to 
retain 3rd party insurer payments. If VA did retain these 
collections, there would need to be a PAYGO offset. 

lb. How aze these funds currently applied once they are 
returned to the US Treasury? Are these funds spent or are 
they used to offset the deficit? 

Answer: Collections from third party insurance and 
outpatient copayments have been deposited in the Treasury 
VA-HCCR Fund. With the exception of the resources deemed 
necessary by the Secretary to support activities during the 
coming year, receipts are tremsferred to the General Fund 
Receipt Account by January 1 of each year. Treasury has no 
authority to spend these funds, so the funds collected are a 
reduction to the deficit. 

l c. What is the impact of this request, if any, on the 
federal deficit? 

Answer: If VA were to retain these funds without any 
offset, the federal deficit would be increased. Under PAYGO 
rules, an offset is required for a legislative change to a 
mandatory receipt account . 

d. If such a change was made, what are the estimated 
funds from 3rd party private insurers vs. funds from the 
Medicare system for PY 1996? 

Answer: If VA were allowed to retain collections 
recovered from third party insurers, it is estimated that VA 
would keep an additional $433 million in FY 1996. We do not 
have estimates on recoveries from Medicare. 

Veterans * Compensation 

The Administration has requested $694.1 million for the 
1996 budget for the Veterans Benefit Administration, with 
average employment decreasing by 188 FTE positions. In 
addition, the average length of time required lO conplete an 
original condensation case is around 168 days as of January. 
1995, an impi^ovement over the average 212 days as of May, 
1994. 

Question: 2. If you are cutting 188 staff positions in 
VBA, how will you improve the currently atrocious backlog in 
veterans claims’’ 

What measures are you currently undertaking to 
streamline the claims processing system? 

Answer: The staffing in Adjudication, the division that 
processes veterans' compensation and pension claims, will 
not be reduced. The 188 positions will come from other 
programs in the regional offices and from Central Office 
staffing . 
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We have several initiatives underway that will enhance 
the claims processing system during 1995 and 1996. 

Service Medical Record Center VA has imolemented an 
agreement with the military departments whereby the medical 
records Cor all active duty discharges are sent directly to 
VA's Service Medical Record Center (SMRC) . The Center, in 
turn, forwards the records to the appropriate regional 
oCCice if the veteran had filed a claim or stores them until 
such time as a claim is received. The new procedures for 
service records is contributing significantly to the 
improved timeliness in the processing of initial disability 
claims . 

VA Physical Examination Requests . A new Memorandum of 
Understanding between VBA and the Veterans Health 
Administration (VKA) on processing physical examination 
requests reinforces VHA's commitment to provide VBA with 
timely, high quality examination reports. It also includes 
a provision for an Examination coordinator at each VBA 
regional office and each VHA medical center. These 
individuals will be the focal points for ensuring that, 
together, VHA and VBA work to provide the best possible 
service to veterans. 

Consolidation of Education claima. Consolidation of 
the adjudication of the Montgomery G.I. Bill claims at four 
sites confirmed that improved quality and efficiencies can 
be realized by concentrating education claims with an 
experienced cadre of adjudicators. Between 1994 and 1996 
regional offices will transfer their education cases to one 
of the four centralized sites. This will not only improve 
customer satisfaction through more timely benefits delivery, 
but the operational efficiencies gained will allow 
adjudication personnel who would otherwise have worked 
education claims to concentrate on compensation and pension 
claims . 

CAP Training Operationa. Since its inception in 
February, 1990, through 1995. over 2,000 adjudication 
personnel will have received training conducted by the 
Conpensation and Pension Training Staff at the VBA Training 
Academy in Baltimore. During 1996, over 700 individuals 
will attend one or nu:>re of the CbP courses. In light of the 
many organizational and procedural changes occurring in the 
area of claims processing, the standardized interpretations 
fostered by centralized training will be an important factor 
in maintaining timely, high quality service. Centralized 
training and centrally-produced training units transmitted 
to the regional offices will also reduce the amount of time 
experienced adjudicators devote to training duties, allowing 
them to concentrate on claims processing. 

Use of New Computer Software . One of the goals of the 
VA's modernization program was realized in 1993 and 1994 
with the installation of stage I conputer hardware at all 
regional offices. This equipment not only provides the 
foundation for future modernization efforts (discussed in 
subsequent paragraphs) , but is already supporting several 
new software packages. These include the Perscnal Conputer 
Generated Letters application, the Automated reference 
Materials System, the revised Physician’s Guide, and the 
Word Assisted Rating System. 

Rating Board Automation Under development is a 
computer application called Rating Board Automation (RBA) . 
RBA's sophisticated programming and large database of 
standardized phrases, sentences and paragraphs will allow 
rating specialists to complete rating decisions and 
Statements of the Case with only minimal use of a keyboard. 
New regulations, policies and procedures can be quickly 
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programmed into RBA. This will make ratings more 
consistent, which, in turn, will inprove quality and 
productivity. The new system is scheduled for deployment in 
the Spring of 1995. 

Veterans Service network (VETSMET) . VBA is engaged in 
an effort to reengineer all claims processing by looking at 
the fundamental way we do business and then applying 
technology in the most effective manner to support redefined 
business structures. This long-term system redesign effort, 
titled Veterans Service Network (VETSNET), is focusing first 
on the processing of compensation and pension claims. This 
portion of VETSNET should begin to be implemented during 
1996 and will be capable of handling many tasks that the 
current system cannot . 

riMima Processing System fCPS) Based on the 
successful testing of a prototype system, the Conpensation 
and Pension Service is developing a con^uter program to 
assist with the development of claims. This program, using 
information entered by adjudication personnel and data 
supplied through linkage with other systems, helps determine 
what additional evidence is needed to perfect claims and 
then automatically generates development letters and other 
documents to request the necessary evidence. We expect to 
cof%>lete initial testing and evaluation of the first phase 
of CPS during the third and fourth quarters of 1995. 

Reorgani zation and Reenaineering . For the past two 
years. VBA has been reviewing a wide range of ideas for 
functional and organizational realignment, including 
initiatives already underway in the regional offices in 
Jackson. Muskogee, New York, Oakland and Portland. In 
November, 1994, VBA issued a letter to the regional offices 
outlining four organizational models for the offices to 
choose among in realigning their Adjudication and Veterans 
Services Divisions. The offices will, over the next three 
to five years, change their current configurations to 
conform to one of the four models. The intent of this 
effort is deliver full service to veterans and their 
families while also Improving the efficiency and flexibility 
of our operations . 
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CONGRESSMAN EDWARDS 

Major Construction Prograin 

Question: 1. The FY 1996 major construction budget has 
been criticized as continuing 'the VA's bias* toward 
hospital-based care. How would you respond? 

Answer; The FY 1996 request includes six projects that 
enphasize patient environment. These patient environment 
projects not only inprove the conditions in which patients 
reside, but -usually result in the reduction in the number of 
beds . 

Although only 6 percent ($28 million) of the major 
construction budget is allotted to strictly ambulatory care 
projects. VA continues to emphasize outpatient care. The 
minor construction program includes $42.57 million <20 
percent) in the outpatient in^rovements category. In 
addition the projects for the new VAMCs at Travis (85.000 
visits) and Brevard County (126.000 visits) include 
ambulatory care and enhance veterans access to health care. 
Between FY 1960 and FY 1995 the VA has opened 149 outpatient 
clinics and is encouraging VAMCs to fully inq?lement primary 
care and to establish new access points to better serve 
their patients. 

The Travis project replaces a facility (Martinez) that was 
closed due to seismic deficiencies and the Brevard project 
is needed to address the needs of a rapidly growing veteran 
population and to provide much needed nursing home care and 
long-term psychiatry beds for the state of Florida. 

State Health Care Reform 

Question: 2. Do you continue to see a need for 
legislation to provide VA a role in States embar}cing on 
access-expanding health care reform? 

Answer: The need for such legislation to ensure VA a 
role in State reform continues to exist. Particularly in 
States which are able to achieve universal coverage, 
veterans should be able to choose the VA health care system 
as an enrollment option. However, regardless of the extent 
to which States enact individual reforms. VA needs 
legislation which would allow it to operate an effective and 
rational integrated delivery system. Exairples of the type 
of legislation needed include eligibility reform, additional 
personnel o^anagement flexibility, contracting and purchasing 
flexibility, and )3anking and financial system changes, all 
of which were addressed to some extent in the state pilot 
bills introduced in the 103rd Congress. Yes, VA continues 
to see a need for this type of legislation. 

Third Party ReiiT4:>ursefnents 

Question: 3. PVA maintains that "with more efficient 
collections practices” VA could collect far more in third 
party reimbursements. Would you comnent on that critical 
assessment? Do you see os^ortunities for improvements 
through contract or other mechanisms? 

Answer: MCCR's recoveries have qro%m each year, 
especially since FY 1991 when VA’s Medical Care Cost 
Recovery (MCCR) effort became a separate Program Office. 

FY 1991 $266.9 million 

FY 1992 $448.4 million 

FY 1993 $506.4 million 

FY 1994 $547.3 million* 

* In FY 94, medication copayments decreased $26 
million from their FY 1993 level because of the legislation 
providing exemptions to low income veterans and because of 
the decision to allow medication copayment debt to be 
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waived. Had these changes not occurred, FV 1994 total 
recoveries would have approximated at least $573 million. 

Recoveries over the last eight years total over $2.2 billion 
dollars. In PY 1995 HCCR continues to expand its recovery 
horizons. Recoveries £or the first quarter totaled $130.75 
million. This is $10 million ahead of last fiscal year's 
recoveries for the same time period. January's recoveries 
of $43 million also exceeded last year's figure. HCCR is 
committed to exceeding prior years' recoveries through 
refining the established process, developing sus^orting 
technologies and identifying areas that need improvement. 

The HCCR program recognizes multiple opportunities to 
improve efficiency. The program has implemented initiatives 
to maximize recoveries, streamline the process and minimize 
cost. These initiatives include: 

Software development for accounts receivable, billing, 
and a national data base. 

Training for all software applications and process 
redesign. 

Electronic Data Interchange and the introduction 
of Electronic Fund Transfers. 

• Facility specific performance measurement reports. 

• Process Reengineering. 

• Data Capture technology and software for 
ambulatory care clinics, in<:luding optical 
scanning of encounter forma, generic workstations 
and mobile pen-based workstations. 

Staffing redistribution model. 

HCCR is in the process of determining whether opportunities 
exist at certain medical centers for contractual services 
that would provide a more cost efficient recovery operation. 
These contractual services, however, do not include every 
phase of the insurance identification, billing, and 
collecting process. Evaluators of contractual service 
efficiency must account for this fact when assessing total 
cost of operation. MCCR currently is examining the use of 
turnkey services in less efficient medical centers, 
measuring the expense to VA of a hybrid insurance 
identification, billing, and collecting operation (the 
turnkey contractors combined with VA er^ployees who perform 
the function not covered in the contract) against the costs 
of MCCR alone. 

Care of Mentally 111 

Question: 4. Last session this Committee criticized the 
Department's record of fiscal comnitment to care of the 
mentally ill. Do the proposed medical care, construction, 
and research budgets for FY 96 offer any prospect for change 
as it relates to care of the mentally ill? 

Answer: An important component of VA's plan for 
veterans with serious mental illness involves national 
dissemination of assertive case management teams. )uiown 
within VA as Intensive Psychiatric Community Care (IPCC) 
Programs. IPCC teams deliver comprehensive, individualized 
mental health services in community settings, helping 
veterans who are among the highest users of VA psychiatric 
inpatient services to reduce their reliance on hospital 
care. In FY 1994, six new IPCC teams were implemented with 
intensive support from existing IPCC teams, coordinated by 
the Northeast Programs Evaluation Center. Twenty-three more 
teams are currently in development and should be well 
underway by the end of FY 1995. The FY 1994 and FY 1995 
medical care appropriations also allowed VA to implement 
three (3) Unified Psychogeriatrlc Biopsychosocial Evaluation 
and Treatment (UPBEAT) programs at 9 VA medical centers. 
Within a cluster of three medical centers, one facility is 
the Hub UPBEAT program and two other facilities host 
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peripheral UPBEAT programs . UPBEAT programs are designed to 
improve clinical services to elderly veterans suffering from 
psychiatric disorders. Also in FY 1994 and FY 1995 funding 
was made available to expand services for homeless veterans 
suffering from mental illness. The FY 1995 appropriations 
also allowed for increases in PTSD programming. The FY 1996 
budget will allow VA to maintain current services in these 
program areas and VA will continue to monitor the 
effectiveness of these initiatives. 

Thirteen new research proposals were approved by the Mental 
Health and Behavioral Science Review Connittee in the VA's 
fall 1994 Research Merit review cycle. In addition, a 
solicitation for Schizophrenia Research Centers was issued; 
following review three were approved and funded. In 
FY 1996, Research will continue its coirmitment to mental 
health programs and the funded centers. 

The 1996 Budget request includes the following psychiatric 
projects in the Major Construction program: 

Perry Point, KD Renovate $15.1 million 

Psychiatric Wards 

Marion, IN. Replace $17.3 million 

Psychiatric (100^ 

Beds 


Other Major Construction projects include psychiatric care 
as part of the scope of construction. These include: 


Brevard County, FL New Medical Center and Nursing Home, 
including 230 psychiatric beds $154.7 mil. 

Reno. NV. Replacement Bed Bldg, and Ambulatory Care 
$20.1 mil. 

Travis, CA. VA/Air Force Joint Venture $186.5 mil. 


Brevard County, 
Florida 


Reno , NV . 


Travis, CA. 


New Medical Center $154.1 million 
and New Nursing 
Home inlcuding 230 
psychiatric beds 

Replaceiaent Bed $20.1 million 
Bldg, and 
Ambulatory Care 

VA/Air Force Joint $188.5 million 
Venture 


In addition, the following Major projects which were funded 
for construction in previous budgets are included in the 
1996 Medical Care Activation budget request: 

Lyons, NJ 180 Bed Psychiatric Building 

Marion, IN 240 Bed Geropsychiatric Facility 
Tuscaloosa, AL 270 Bed Psychiatric Building 
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Customer Service 

Question: 5. The authors of the Independent Budget 
identify steps taken at certain VA facilities without the 
benefit of added funding to reduce patient waiting times and 
inprove service accessibility. Is better customer service a 
budget issue or only a management issue? What plans do you 
have to address this issue? 

Answer: Customer service is both a management and a 
budget issue . 

VA conducted an assessment in order to more clearly pinpoint 
areas that required itr^rovement . Self -reported information 
was received from 86 medical facilities who identified 188 
changes in several clinics. These facilities were able to 
decrease, on average, the time patients had to wait for 
their next appointment by 81 days. The amount of time that 
patients had to wait in clinics to be seen was decreased an 
average of 55 minutes. The request for information, from 
which this information was derived, was purposefully not 
specific. Therefore the resulting information received from 
medical facilities did not have a uniform construct nor 
similar content. To bring information into a single 
direction, assunptions were made and a format was developed 
that identified: WHO made the changes, WHAT clinics were 
addressed, WHAT kind of problem was found and addressed, 

WHAT changes were made, and WHAT cost was reported 
associated with those changes. 

The majority of the changes made to improve timeliness would 
fit into the 'management* category and required little or no 
•budgetary* action. However, about 20 percent of actions 
had budgetary impact. This assessment did not address 
accessibility (how long and/or how far a veteran must travel 
to receive services) . Undoubtedly, improving access to 
services (not the timeliness of services) has a greater 
budgetary impact. Addressing the issue of access will 
require more 1) clinics, 2) mobile vans, 3) contracting of 
services, etc., and therefore, have more budget 
implications, though again some can be handled by management 
decisions. Beginning in Hay of 1995, VHA will be formally 
collecting infermation from all medical facilities on those 
waiting times that are related to our customer service 
timeliness goals, through the Quality Indicator Checklist 
Program. (QUIC) . At this time there are no plans to collect 
information about the budgetary costs a.ssociated with 
inproving timeliness. 

Medical Care 

Question: 6. You indicated that savings generated by 
the consolidation and integration of services at individual 
VA medical centers will be applied to direct patient care at 
those facilities, or in cases where costs may differ, move 
the savings to other areas. What methodology will be used 
for determining this and when? 

Answer: Savings generated through the consolidation and 
integration of services will remain at the individual 
medical centers. Redirection and distribution of funds will 
be at the discretion of local management based local 
priorities and assessments of greatest need. It is 
anticipated that the majority of savings will be generated 
from administrative functions and that savings will be 
applied to areas providing direct patient care. There are 
no plans to provide central direction to the reallocation of 
funds within local service areas at this time. 

Question: 7. VA's Decentralized Hospital Conputer 
Program (DHCP) has had a major impact on VA care. Dr. 

Kizer, I think you'd agree that this is a dynamic area which 
requires a major investment in software maintenance and 
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enhanceruenC . How rwiny FTE will be devote«i to thor-e efforts 
in FY 1996 veri;us FY 1995 staffing? 

Amswer: I agree that DHCP has had a major positive 
impact on patient care in VA. Consequently, we will 
maintain 435 Medical care FTE in the Information Systems 
Centers (ISCslin FY 1996--the same number as in FY 1995. 
These FTE are responsible for the development, enhancement, 
technical and application support, customer support and 
security for over 60 DHCP applications and the two hardware 
platforms on which they run. Additionally, some of the 
staff provide advice and assistance on telecommunications 
issues. We are taking two major steps to enhance the 
software available to support patient care. First, through 
the Hybrid Open Systems Technology (HOST) initiative, we are 
'opening up* DHCP so that it can more easily be supplemented 
and enhanced by coimnercial off-the-shelf products. 

Secondly, we have a major re-engineering effort underway in 
the ISCs to help us to obtain even greater productivity from 
our existing resources. 
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CONGRESSWOMAN WATERS 

Vocational Rehabilitation 

Question: 1. Mr. Secretary, in the Administration 
budget you reconmend that the Vocational Rehabilitation and 
Counseling Service be cut by one PTE. At the same time, you 
predict an improvement in the abysmal level of service now 
being provided to our nation's disabled veterans by VR&C. 

Inadequate staffing has been the primary cause of the 
en^rrassing low level of good and timely service in VR&C. 
Why do you expect any improvement in service? 

Even your optimistic prediction for FY 1996 indicates it 
will still take 70 days for a veteran to get his or her 
first appointment in vocational rehabilitation and 6 1/2 
months to get placed in a job following the program. 

It seems to me. and I think most in Congress would agree, 
that vocational rehabilitation for service-connected 
disabled veterans should be the highest priority in the VA. 
What PTE level would you require in order to meet the 
quality and timeliness goals established by VA for this 
program? I expect you should be considering the Independent 
Budget recoomendation that 600 PTE be added to VR&C--not 
recommending even a small additional reduction. 

Answer: Vocational rehabilitation for service disabled 
veterans remains one of the highest priorities in VA. 
However, we do not agree that more PTE is the answer. A new 
VR&C Director has initiated a streamlining and reengineering 
approach to business processes nationwide. With this 
reengineering, we believe we will do much better than the 70 
days a veteran currently waits for an initial appointment 
and the 6 1/2 months currently needed for placement in a job 
following training. 

Until we have identified the best way to structure our 
service delivery for this program, we do not feel we are in 
a position to determine optimal PTE levels for the 
vocational rehabilitation program. 

Question: 2. The vocational rehabilitation revolving 
fund ran out of money last year. Conseqpiently , some 
disabled veterans who were in rather desperate need of 
assistance could not be provided a loan from this fund. 

These loans are always repaid because deductions are made 
from the veteran's corrpensation or retired pay. What can 
you do to ensure, that, in the future, adequate funds are 
available in this fund? Would a legislative change be 
required? 

Answer: Under Credit Reform, discretionary loan 
programs have enacted in their appropriation hills language 
limiting the amount of loans that can be made. During 1993, 
the rates of usage by veterans needing advances gave us 
serious concern that some would not be able to secure an 
advance because the revolving fund would not be able to 
secure an advance because the revolving fund limitation of 
$1,760,000 already would have been met. As it turned out, 
$1,730,000 was disbursed that year. No similar concern was 
presented in 1994, during which $2,201,000 was disbursed. 

We have insufficient information to predict a trend bearing 
on the future adequacy of the funding level for the 
revolving fund. 

Legislation changing the program from a discretionary 
to a mandatory program would be required to ensure that no 
veteran in a chapter 31 rehabilitation program who is found 
in need be denied that advance solely because of the 
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unavailability of sufficient funds in the char^-er 31 
revolving fund . 

Loan Guaranty 

Question: 3. The Independent Budget recommends that 
Loan Guaranty staff be retained in the Loan Guaranty Service 
and not reassigned to claims processing. I am not 
insensitive to the need to reduce the level of pending 
claims. I agree, hov^ever, that this problem should not be 
solved by reducing the quality of service to veterans in 
other areas . 

Is it your intention tc shift Loan Guaranty field staff? If 
so. to what degree will this negatively affect the quality 
of services provided to veterans seeking to buy a home? 

Answer: Final decisions on distribution of FTC 
resources rest with field station directors. Local 
management is in the best position to determine the most 
effective use of available resources. Claims processing has 
been given a high priority but this does not mean that 
benefits delivery in Loan Guaranty or any other program 
should be inparted negatively. FY 1994 was one of the 
biggest years in the history of the Loan Guaranty program 
with over 600.000 loans guaranteed. VA was able to provide 
these home loan benefits in a timely manner. We are 
confident that with the lesser loan volume projected for FY 
1996 that veterans will continue to receive timely service 
in obtaining guaranteed home loans. 

Veterans Services Program 

Question: 4. Mr. Secretary, as stated in the VA's 
budget documents, the primary function of the Veterans 
Services progreun is to provide information, advice, and 
assistance regarding benefits available to our nation's 
veterans and their families. The inportance of this program 
is obvious. Nonetheless, you predict that the quality of 
service provided by Veterans Service staff will decline in 
fiscal year 1996. 

What are your long-term plans and expectations? Do you 
assume a continuing downward spiral with fewer and fewer 
veterans able to obtain needed information regarding their 
benefits? 

What FTE level would be needed to meet tb * quality 
goals related to this program established by the VA? 

Answer: Our ability to provide an acceptable level of 
service is a function of several vaziables to include the 
blocked call rate, available FTE. ntodern equipinent. the 
introduction of telecontnunications technology, and the 
initiatives to reengineer our business process. Several 
initiatives are expected to have a direct Inpact. The 
A^kninistration is currently reengineering to provide a case 
management ajproach to our clientele. We are also reworking 
our pattern and coirputer generated letters to be more 
understandable, and are providing more information on status 
of claims processing on a recurring basis. Each of these 
initiatives, and others, will work to reduce the number of 
contacts veterans and their families will have to make to 
VA. freeing up PTE to respond to a greater number of those 
persons who are currently unable to reach us because of the 
high blocked call rates. 

Workload acconplishments and ether indicators do not suggest 
a significant downward spiral. However, significant 
inprovements in service levels have not been achieved. It 
is anticipated that the service levels will retitain constant 
unless the organization is able to inpact on the capability 
to provide service to a greater number of veterans with our 
assigned resources. The minor decline in service levels 
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predicted in 1996 are related to the training efforts that 
will be required to implement the case management initiative 
mentioned above. Trainees normally take longer to do the 
job, and make more errors than fully trained staff. 

The current situation with a high blocked call rate makes it 
difficult, if not itr^ractical. to attempt to reach the 
desired quality goals through FTE increases alone. The 
introduction of technology provides several options to 
improving service and enables VBA to manage its telephone 
traffic in the same fashion as the business conmunity. 
Current efforts to study the traffic patterns and make 
adjustments where possible will provide some relief. Other 
improvements will occur as new equipment is acquired and 
modern telephone features are introduced. 

Montgomery GI Bill 

Question: 5. If the benefits paid under the Montgomery 
GI Bill had kept up with the increases in education costs 
which have occurred since establishment of the program in 
1985, what benefit would now be paid to an individual 
studying full'-time under the GI Bill-Active Duty? Under the 
GI Bill-Selected Reserve? 

Has the VA ever included an increase in the GI Bill 
basic benefit in its budget request to OHB? If not. why 
not? 


In your personal view, is the current basic benefit 
level adequate? In other words, is the Montgomery GI Bill 
still a meaningful readjustment benefit? 


Answer: The benefits paid under the Montgomery GI Bill 
have not kept pace with the increases in the annual cost of 
education since 1985. Since the inception of the Montgomery 
GI Bill, the Department of Education has reported that 
inflationary increases in the cost of education has varied 
between 6 and R percent annually. During the life of the 
program, we have not found the need to include in a request 
to OHB an increase in the basic benefit rate since the 
program has been effectively accomplishing its 
recruitment/retention and readjustment assistance purposes. 
The Montgomery GI Bill continues to be a valuable 
readjustment benefit <and recruitment tool) even though it 
has not kept pace with the rate of inflation. 

Occupational Conversion and Training Act 

Question: 6. Mr. Secretary, your budget does not 
include a request for additional funds for the Service- 
members' Occupational Conversion and Training Act - 
generally referred to as SMOCTA. This very successful 
program has enabled several thousand veterans to obtain 
training and employment. 

I )cnow you were very supportive of this program and at 
one time indicated that you would seek additional funding 
for it. Why is that request not included in this budget? 

Answer: Funds for the Set vicemembers Occupational 
Conversion and Training Act (SMOCTA) are not included in the 
1996 Bu^et request. P.L. 103-335 only extended the 
availability of funds appre^priated for SMOCTA through 
September 30. 1995. Consequently, the only funds paid for 
wage subsidies in 1996 will be those which have been 
obligated for training programs that convnence before October 
1, 1995. In addition, the authorisation does not permit the 
expenditure of funds from the original appropriation for the 
administration of SMOCTA for the eighteen month period 
during which payments can be made after September 30. 1995. 
VBA will require $165,000 in 1996, and may require funds in 
1997. to administer the phase-down and closing of SMOCTA. 
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The decision not to request fy 1996 appropriations for 
SHOCTA reflects the tight fiscal restraints under which the 
budget was formulated. 
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CONGRESSWOMAN BROWN 

Assistance to Homeless Veterans 

Question: 1. Assistance for Homeless Veterans: How can 
we best serve our veterans who have no home, no address, and 
no way to be contacted by family or by potential employers? 

I would like to work with you and with the Committee to 
develop a successful, cost-effective program. 

Answer: VA has already developed a wide array of 
services and programs to address the clinical needs of 
homeless veterans, many of %#hom suffer from mental 
illnesses, including substance abuse disorders. The range 
of services provided to homeless veterans within these 
specially funded programs include outreach, case management, 
residential care in either coimnunity-based facilities 
through VA contracts or in VA’s domiciliary care programs, 
therapeutic work opportunities to help homeless veterans 
regain work skills and work habits, assistance in improving 
access to Social Security benefits for homeless veterans who 
are determined eligible for those benefits and permanent 
housing coupled with ongoing case management . At the 
present time, the VA Medical Centers in Bay Pines, Tampa, 
and Miami have received special funding to implement 
programs for homeless veterans. 

1 would welcome your suggestions for improvements in 
VA's efforts to assist homeless veterans. 

Florida's Fair Share 

Question: 2. What are we doing to assist veterans who 
come to Florida, especially in the winter months, and 
require services? How can we alleviate the bottleneck at 
the St. Petersburg office where these veterans are 
processed? Are there any plans to expand this Center? 

Answer: The St. Petersburg Regional Officte is among the 
most efficient of regional offices, consistently providing 
timely, accurate, and conpassionate service to veterans and 
their families residing in Florida. Productivity levels are 
higher than the national averages, resulting in quicker 
processing times and smaller pending balances. Although 
there are no plans to build an additional office in Florida, 
the pending relocation of the current office to the grounds 
of the Bay Pines VA Medical Center will enhance overall 
service levels by providing ‘one-stop service" to Florida's 
veterans . 

Question: i. I would like to work with ycj regarding 
the Special Separation Benefits program as it related to 
disability conpensation . 

Answer; We would be willing to discuss this subject 
with you or your staff at any time. Our position, however, 
has not changed since we coirmented on HR 3731 last year. 

The long-standing offset requirements of 10 U.S.C. 1174 
apply not just to the Special Separation Bonus, program, but 
to several forms of separation and severance payments made 
by the Department of Defense. We do not believe that VA 
should support legislation which inequitably singles out one 
class of veterans for favorable treatment over other, 
similarly situated veterans. 
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PARALYZED VETERANS 
OF AMERICA 
Ctwiriercd by the Congrest 
of the United Suics 


PARALYZED VETERANS OF AMERICA 
RESPONSES TO QUESTIONS 
SUBMITTED BY 
HONORABLE CHET EDWARDS 
REGARDING THE 

HOUSE COMMITTEE ON VETERANS' AFFAIRS 
HEARING ON FEBRUARY 24. 199S 


1 . Do you have any concerns that the FY 96 Medical Care budget 
will result In a cutback of services currently available to 
veterans? 

The President's budget proposes a $17 billion budget in contrast 
to the FY 1996 Independent Budget's recommendation of $17.6 
billion to maintain the FY 1995 current services level. The 
chief differences between the two figures are the 
Administration's estimation of the impact of management 
improvements (savings of $335 million) and the calculation of the 
per diem allowance to the state homes (the Independent Budget 
adds about $64 million to allow VA to meet its 1986 agreement to 
pay state home programs at 1/3 of costs VA incurred for the same 
type of care) . Other differences in this estimation are a by-' 
product of the methodologies VA and the IBVSOs used to determine 
costs . 

The Independent Budget recommends a current services funding 
level of $17.6 billion and the Administration's budget is $600 
million short of this funding level. Funding the system at this 
level also prohibits any strategic growth or personnel re* 
training in areas such as primary and long-term care that are 
critical to meeting veterans' needs, and thus, the survival of 
the system. It also fails to ameliorate the backlogs VA is 
experiencing in purchasing equipment, performing maintenance and 
repair, and building the appropriate information infrastructure 
to a state of the art a care provider now needs. 

We feel that the "management improvements" VA estimates are 
premature. VA is in the midst of the approval process of a 
comprehensive overhaul of its management system. VA has no 
experience on which to base its estimation of the impacts of its 
management initiatives. Furthermore, the IBVSOs feel that 
implementation and recognition of any cost savings that the 
system could accrue will not be achieved until some time in the 
outyears. This is particularly true in the absence of any new 
legislation that %trould release VA managers from some of the 
bureaucratic restraints-particularly. eligibility criteria, 
personnel floors and ceilings and other imposed management 
criteria-under which the system now operates. If VA managers had 
the authority to treat their patients in appropriate care venues 
and expand and contract areas of care to meet veterans' need, the 
IBVSOs believe that savings could accrue to the system as the 
Independent Budget proposal demonstrates. 

2. Would you explain why the VSO Independent Budget recommended 
VA invest $100 million annually for the VA medical system's 
information infrastructure during the next four years? 

VA must have an information infrastructure that will support 
clinical decision-making, quality assurance, resource 
distribution, and strategic planning in the rapidly evolving 
health care environment. This is particularly essential as VA 
restructures Its management and redirects its focus to more 
patient -centered information syotems. 

Several projects are essential to VA’s decentralisation effort. 
VHA's national databases must be integrated and updated to 
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minimize information overhead and to provide consistent 
systemwide information. VA must develop more effective cost 
accounting and billing systems in order to maximize medical care 
cost recovery from third-party payers and to allow VHA to 
negotiate contracts with private-sector payers and providers. VA 
facilities must be able to maintain real-time communications with 
all facilities involved in VA patient treatment to facilitate the 
shift toward managed care and primary care that may often be 
delivered "off-site*. VA will also become increasingly involved 
with other payers and providers. To communicate effectively with 
these parties, VA must be able to interface with their decision 
support systems. These emerging trends in VA health care delivery 
require huge investments in software and hardware. At least 
$500 million will be required over the next five years. The 
Independent Budget recommendation is based on the VSO'e support 
for VHA's long range information resource management strategy. 
This year's recommendation of $100 million is seen as the first 
installment on the five year plan. 

3. Would you expand on your finding that VA spends only 2% of 
its budget on information resources management while the private 
sector typically spends 4%? What are the implications of that 
disparity? 

VA has successfully implemented a state-of-the-art clinical 
information system which require ongoing maintenance. As the 
DHCP has grown, the portion of the Medical Information Resources 
Management (MIRHO) budget for maintenance and support has grovm 
to match. At 2k, the funds left over after maintenance and 
support are Insufficient to continue the development of new 
systems so critical to VHA restructuring and to allow VHA 
clinicians to keep pace with rapidly evolving information 
technology, i.e. telemedicine, video- imaging, managed care, 
outcomes measurements, cost containment, and quality evaluation. 
New program development that the VA medical system will require 
in creating a master veterans record, an automated patient 
record, creating networks to support the Vertically Integrated 
Services Networks (VlSNs), and other top priority projects 
necessary to support medical decision-making in the emerging VA 
environment have been postponed as MIRMO has been compelled to 
become more involved in maintenance, staff training, and 
installation activities. 

VHA has developed clinical systems for the delivery of health 
care that are as good as, or better than comparable systems in 
non-federal facilities. Now VHA must improve its systems for the 
business of health care which lag behind the profit-driven 
private sector. To do this, VHA must invest more of its budget 
in information systems. Ultimately, the veteran will benefit 
through the improved responsiveness of his or her medical care 
system. The alternative, inadequate investment in IRM, will 
compromise the viability of the system as a whole. 

4. The VSO Independent Budget recommended that congress 
authorize the establishment of a nonprofit VA information 
services foundation (modeled on the nonprofit VA research 
foundations) as a source of support for information resources 
development. Would you expand on this concept and offer any 
views on anticipated sources of funding support? 

A non-profit Information services Foundation would benefit the 
American taxpayer, veterans, and VHA by addressing three 
problems. First, a foundation would provide a mechanism by which 
support for VHA developed software could be made available to 
other U.S. government agencies, rural hospitals, and other 
potential users. Second, a foundation would allow non-VA 
entities in the public and private sector to fund the development 
of new software applications to extend the functionality of 
existing DHCP programs. Third, the foundation would create 
capital and human resources that could be supplement VHA 
resources for information systems development. 
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There is a "market" for VHA software. OHCP applications are 
robust, well tested, and easy to use. VHA has developed a set of 
clinical applications that, in combination, have a wider range of 
functionality than anything available in the private-sector. 

DHCP applications are currently in use by the Indian Health 
Service, the U.S. Department of Public Health. March Air Force 
Base, the University of Tennessee, Multiple sites in Finland and 
Nigeria, the German Heart Institute, and The National Cancer 
Institute in Cairo Egypt. 

There is market demand for these programs that cannot be met. 

For example, Interest Quality of Care, a non-profit rural health 
provider recently expressed an interest in purchasing support for 
DHCP software but although they were willing to pay for support 
services, there was no mechanism by which VHA could convert their 
dollars to FTEE. 

The DHCP software, all developed by VHA with taxpayers' dollars, 
is in the public domain. Anyone who wants the software can use 
it. But systems of this complexity require support in the form 
of documentation, help desks, maintenance, and the distribution 
of new versions. Currently, any support that VHA provides must 
come out of its budget. While there are many customers for VHA 
programs, this software is not really available because VHA 
cannot afford to provide free support. The taxpayer is the loser 
in this situation. DoD, the Public Health Service, and the 
Indian Health Service should be able to make use of public domain 
software developed at public expense without incurring 
unachievable new demands for support on VHA. Many poor rural 
hospitals need the clinical information services available 
through the DHCP but cannot afford the price tags on less 
functional off-the-shelf programs. A non-profit information 
services foundation could make these products available for broad 
use, multiplying the payoff on money that has already been spent. 

Another function of the foundation would be to allow non- 
appropriated funds to be spent on software development in VHA 
environments. For example, PVA would like to contribute to the 
development of DHCP software that would improve the quality and 
responsiveness of services for veterans with spinal cord 
dysfunction. For-profit software developers might want to invest 
in DHCP compatible products or take advantage of VHA's capacity 
for large-scale beta-testing to prepare new products for the 
market. Both the public and the private sector could benefit by 
this sort of cooperation. 

Both these activities, selling support services for public domain 
software, and outside funding for software development and 
testing in the VHA environment would generate capital that could 
be used to supplement appropriations for VHA investment in its 
information systems. Also, expanding the user-base of the DHCP 
software would create human resources, in the form of software 
engineering and programming skills. The foundation could become 
a pool of funding and talent that would give VKA an element of 
flexibility needed to meet new challenges and adapt to workload 
cycles . 

A non-profit information services foundation offers many 
advantages to veterans, VHA, the U.S government, and other public 
and private entities and has no off-setting drawbacks. It is 
based on the precedent set by the non-profit research and 
education foundations which have pioneered the concept and worked 
out the details and the oversight mechanisms necessary to ensure 
that funds are spent wisely for the public good. PVA recommends 
that Congress act inmvediately to authoriae the creation of a 
foundation so that the benefits of the excellent systems that VHA 
has developed can be realized by others. 
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Answers to Follow-Up Questions 
Submitted by the Honorsble Chet Bdwsrde 
to Veterans of Foreign Kars of the United States 


1. As I understand it, the Independent Budget recommends that 
$257,406,000 of a $490 million major construction appropriation 
be targeted to "replacement and modernization" projects. Given 
the specificity of your figure, would you please identify the 
projects which you propose be funded. 

The Independent Budget projects Replacement and Modernization 
costs b^sed on one-half of the future needs the Department of 
Veterans Affairs designated for initiated projects in their FY 
1995 Congressional budget request. The IBVSOs place priorities 
for any new projects on development of the primary and preventive 
care capacities and long-term care. However, the Independent 
Budget co-authors believe that all Major Construction projects 
should be fully funded upon their initiation so that construction 
activities do not have to atop and start according to funding 
availability. Funding construction projects in such a manner adds 
tremendous costs and time to construction activities. Funding 
Construction activities, as well as activations for these 
projects, in such a manner also allows appropriators to be fully 
cognizant of the funding implications of all "bricks and mortar" 
projects. While we take no particular position on the projects 
VA designated, we feel strongly about making funding for any 
projects initiated available from the project's initiation to its 
compiet ion. 

2. Do you support and believe the funding for a new VA facility 
in Brevard and a replacement facility at Travis are justified at 
a time when the VA has indicated it is evolving to providing more 
outpatient versus inpatient care? 

The IBVSOs place priorities for any new construction projects on 
development of primary and preventive care capacities and long- 
term care. However, the IBVSOs are not prepared to concede the 
Brevard and Travis projects which are based on VA projections of 
veterans* need and which VA has already initiated. 
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Aavwer* to Vollow-lTp Quostioas 

Submitted by tb« Bonor«bl« Nichaol P. Flanagan 
to all Xndepandant fiudgaC Panallata 


1. In your opinion, how adequate is the vision the 
Administration's budget proposal sets forth in addressing the 
issue of eligibility reform? How would you propose that the VA 
approach this issue, which is critical to providing more cost 
effective and modernized service to veterans? 

while the FY 1996 VA budget refers to some of the problems 
inherent in eligibility categories guiding access to VA medical 
care, it does not directly address any specific course of action. 
We understand that VA is in the process of developing another 
proposal, but we are not aware of its details. 

The Independent Budget co-authors agree with your assertion that 
correcting eligibility is a necessary precursor to improving 
cost-effectiveness and "modernizing" the care system. VA can 
achieve these goals by first creating an infrastructure that 
responds to the type of care that veterans need rather than 
perpetuates the type health care delivery that exists in the 
system today which is overly reliant on high-cost specialized 
care delivered in an inpatient setting. VA medical centers must 
create local, community access to primary care centers that have 
interactive links to regional tertiary care centers; they must 
diversify and enhance the types of long-term care they provide to 
both elderly and chronically ill populations; and they must share 
expensive overhead and equipment costs with other federal and 
community providers to get the maximum benefit from the federal 
government's investments. These factors must be in place before 
VA clinicians are able to provide care in the most appropriate 
venues . 

The Independent Budget suggests that once you have both the 
infrastructure and new funding streams (third party payments and 
Medicare reimbursement for higher income veterans) in place, 
eligibility reform will result in significant savings to the 
system. Savings can accrue because VA providers will be able to 
take patients out of expensive hospital beds and put them into 
outpatient clinics, nursing homes, and other appropriate long- 
term settings. VA can shift many of its existing resources to 
accommodate needed chiinges . 

2. What are your priorities for management reform in Veterans' 
Affairs hospitals? 

The Independent Budget co-authors agree that a top priority for 
any reform of VA management is establishing adequate 
accountability to ensure the integrity of the specialized care 
programs, including spinal cord injury medicine, blind 
rehabilitation, treatment for prosthetics users, treatment for 
Post -Traumatic Stress Disorder, and treatment for exposure to 
various agents during war-time. Successful performance for VA 
system managers should include indicators of successful operation 
of the specialized care services that fall within their medical 
centers' missions. 

The IBVSOs are supportive of the Under Secretary's Vertically 
Integrated Service Networks (VISN) plan. We believe that VA 
managers should have the responsibility, the authority, and the 
accountability for meeting established criteria developed to 
define "success". Bringing decision-making closer to the patient 
should be the goal of every level of management. VA managers 
should also have more authority for using their resources 
appropriately as long as they successfully execute their primary 
missions. Hospital directors should be able to enter into 
appropriate partnerships with other care providers, shift the 
allocation of their resources to different venues of care. 
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contract for cars and lease facilities and expand their workloads 
to dependents and higher income veterans where their resources 
allow. 

Implementing managed care should be a high priority systemwide. 
All managers should have the expertise to Implement systems for 
their patient population. Patients, particularly those at 
highest risk for disease, should be assigned to one provider or 
team and their health status should be carefully monitored. When 
patients require unique or specialized services, such as SCI 
care, they should be assigned to a team with the expertise to 
deal with their conditions. Primary and preventive care must be 
accessible to patients either through VA clinics or through 
community providers. They must have adequate skills and tools, 
including accurate data sources, to make appropriate financial 
decisions for their medical center. They must be change agents. 
Directors must also lead their employees-care providers and 
others-through extensive reform of care delivery within the 
medical centers. Academic medicine will have to meet new goals 
which the medical centers and medical schools define 
collaboratively to meet patients' needs. Above all. they must 
also understand the unique characteristics of the patients they 
serve and meet their needs. 

3. Ooas the Administration's budget proposal adequately address 
your priorities concerning management reform of VA hospitals? 

The Administration's budget proposal recommends several 
management improvements it purports will result in savings of 
$335 million, while the IBVSOs have no specific concerns with 
the general direction these management initiatives or the VISN 
restructuring plan takes (other than the concern for ensuring the 
integrity of the specialized care programs addressed above), we 
disagree that they can so quickly result in savings for the 
system. 


NOTE: Although the PVA provided the written answers to Congress- 
men Edwards' and Flanagan's questions, as a member of the Independent 
Budget, AMVETS concurs with the above responses. 
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RESPONSE OF 
RICHARD F. SCHULTZ 
NATIONAL LEGISLATIVE DIRECTOR 
OF THE 

DISABLED AMERICAN VETERANS 
TO QUESTIONS OF 

THE HONORABLE MICHAEL P. FLANAGAN 
BEFORE THE 

HOUSE VETERANS AFFAIRS COMMITTEE 
FEBRUARY 24, 1995 


QUESTION 1 ; 


In your opinion, how adeqfuate is the viaion the 
Adminiatration' B budget proposal sets forth in addressing the 
issue of eligibility reform? How would you propose that the VA 
approach this issue, which is critical to providing more cost 
effective and modernised service to veterans? 

ANSWER ; 

For many years the question of eligibility reform has been 
agreed upon by the Rouse and Senate Veterans Affairs Committees, 
the VA and major Veterans' Service Organisations (VSOs) aa the 
single most crucial Issue needing to be addressed if the VA'a 
health care system ia to be structured in a way that will permit 
it to serve veterans in a meaningful fashion now and into the 
next century. Unfortunately, the Administration's FY 1996 
budget request, while acknowledging the system's inadequacies 
and need to change, offera little of substance to actually 
effectuate change. Collectively and singularly, the VSOs have 
set forth strategies and developed a plan that. If followed, 
would provide the ii^>etuB needed to move VA into the era of 
conteaiporary health care delivery. By doing so, VA can maintain 
itself aa a meaningful and viable national resource. From DAV's 
perspective, meaningful reform muet include, as its cornerstone, 
the following: 

Eligibility - Define a "core-group" of veterans (ths 

current category A, and catastrophically 
disabled) providing them a full continuum of 
care; and a "non-core" group, encoitg>a88ing 
virtually all other veterans. 

Access - Create points of entry into the system by 

establishing a system permitting ready 
access to VA services via community- based 
clinics, some providing basic services while 
others having the capacity of providing a 
broad range of aervicea and, while 
maintaining adequate Inpatient capacity, 
move toward an ambulatory care model. By 
doing 80 quality of care will be enhanced 
and cost effectiveness will ensue. 

Funding - Maintain an adequate level of ai^ropriated 

funds for the care of the core-group while 
permitting VA to retain third party, 
including Medicare reimbursements; 

"non-core" group veterans and other new 
patients would be required to cover the cost 
of their care from third party payers or 
other funding streams. 

The Independent Budget sets forth a plan and strategy 
in considerable detail that will enable meaningful reform to 
occur. 
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QUES TION 2 : 


What are your priorities for management reform in Veterans* 
Affairs hospitals? 

A NSWER : 

Critical to VA's success is a reorganization and 
restructuring of the Veterans' Health Administration both In the 
field and its Headquarters. More cooipelllng is the field. DAV 
supports fully the concept embodied In the Under Secretary for 
Health's proposal to create Veterans' Integrated Service 
Networks (VISNs). As we understand it, the plan has as it's 
foundation the vision of putting "patients first.” To do 80 « 
decentralization of decision Baking and day-to-day operations 
■ust occur. Local managers Bust be given the authority and 
incentives to provide needed health care services to veterans 
they are there to serve. Once this occurs, additional 
enhancements should logically follow: easier patient access, 
quality of care improvements, strategic alliances among VA 
medical facilities, purchasing agreements, sharing agreeatents, 
collaborative relationships with the private sector and improved 
labor relatione. All these, and, of course, many other aspecte 
of health care will be created and latproved creating the end 
result of accoR^liehing an improved system for veterans. 


QUESTION 3 : 

Does the Administration's budget proposal adequately 
address your priorities concerning management reform of VA 
hoepitala? 

The Adbainistration's budget request contains savings of 
$335 million and 3,429 FTB predicated upon a mimber of diverse 
management improvements, inclusive of decentralisation and the 
above referenced field and headquarters reorganization. We 
would caution, however, that simply based on these worthwhile 
initiatives alone, imediate savings or efficiencies may not 
immediately occur. Adequate transition time la required. We do 
not, however, necessarily quarrel with the path VA wishes to 
follow. 
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Chairman Stuirp to Non Conmlosloned Offlcars Aasociatlon 


Question; In your opini(», how adequate is the vision the Administration’s budget proposal sets 
forth in addressing the issue of eligibility reform? How would you propose that the VA 
approach this issue, which is critical to providing more cost effective and modernized service 
to veterans? 

NCOA response: NCOA was hopeful that the experience of the last two years on the national 
health care reform debate would luve led the Administration to include eligibility reform in the 
budget for veterans for 1996. While national health care reform didn't happen, a great deal of 
momentum was generated by the Administration, and supported by veterans organizations, that 
eligibility reform was absolutely crucial to the future viability of the VA health care system. 
NCOA considers it unfortunate and somewhat short-sighted that the Administration did not 
concioue its emphasis for veteran eligibility reform by including specir^ legislative proposals in 
its budget submission, (n this regard, it is NCOA's opinion that a long-tenn vision is absent in 
(he budget even though the VA has indicated they plan to address the subject in (he near future. 
It just seems to NCOA that the logical lime and place to do so would have been in the budget 
because of the budgetary implicaiions surrounding eligibility reform 

NCOA's recommeftded approach for the VA. as well as the Full Committee, would simply be 
to follow (he outline of (he specific proposals articulated by the ten veteran oi^anizaiions 
comprising the Partnership for Veterans Health Care Reform. NCOA also believes that the 
eligibility reform bill introduced by Mr. Stump during the last session of Congress could serve 
as a starting point to address the subject. But clearly, and h needs to happen sooner than later, 
the handcuffs on VA have to be removed so the Department can provide health care in the most 
appropriate seeing and to all eligible veterans. Medical care cost recovery efforts must be 
enhanced and VA must be allowed to ictain such recoveries. 


Question: What are your priorities for management reform in Veterans' Affairs hospiuils'’ 

NCOA response; The VA health care system is burdened by an inflexible, highly regulated, 
ceninlly-controllcd management system. By suniie and regulation, individual VA medical 
centers cannot easily respond to local fKtors in hiring, contracting, marketing and procurement 
VA medical centers directors lack authority to streamline and improve services by adapting to 
these local conditions. The result is higher than necessary cost, unnecessary delay, and 
diminished service to veterans. 

Veteran health care is a national issue and obligation; however, the delivery of (hat care to a 
veteran is a local issue. VA medical center directors must be given the responsibility and 
commensurate authority to tailor their programs to the dictates of local and area factors. 
Decentralizing veteran health administration operations will improve efficiency, reduce cost and 
increase responsiveness to veterans' health needs. 


Question: Does the Administration's budget proposal adequately address your priorities 
concerning management reform of VA hospiuls? 

NCOA response: The short answer is no But in fairness to the VA. NCOA must acknowledge 
(he effort that Secretary Brown, assisted by Doctor Kizer, is devoting to management reform 
A draft plan has been formulated and is being reviewed with inpul from veteran organizalions. 
It is NCOA's impression that the VA is commined to management reform. The Association 
would urge the Veterans Affairs Committee to immediately consider the required legislation just 
as soon as the plan is finalized and submitted by the VA 
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• WASHINGTON OFFICE * ISOS ~K" STREET, N.W. * WASHINGTON. D C. 20006 2X7 * 

12021 661 2700 * 


March 17, 1995 


Honorable Bob Stunp, Chalnean 
COBBlttaa on Veterans' Affairs 
335 Cannon House Office Building 
Washington, DC 20515 

Dear Chalman Stunp: 

The Anerlcan Legion is pleased to respond to the 
Coaaittee's request for additional connents on issues 
related to Fiscal Year 1996 Departnent of Veterans Affairs 
budget testinony presented to the Coneittee on February 24 , 
1995. 

Follow-up question fron Bonorable Chet Edvards 

1. You express sKepticisn that VA will be able to achieve 
the nanagenent efficiencies targeted in the FY-9e nedical 
care budget. Would you expand on that concern and share 
with us any analysis The Anerican Legion nay have regarding 
the magnitude of nanagenent savings which arc achievable? 

Answer : The Anerican Legion perceives the $335 million 

savings for management initiatives in FY 1996 as a 
budgetary goal rather than a reality. The Legion is not 
aware of any scientific analysis conducted by VA to 
validate this proposal. VA operations staff are currently 
working to determine how to achieve the proposed reduction. 

The Anerican Legion believes that substantial savings 
could be realized through outpatient eligibility roforru. 
Current VA regulations prohibit the treatment of certain 
eligible veterans on an ambulatory basis, necessitating 
more costly inpatient care. A recent VA study suggested 
that up to forty percent of VA inpatient admissions could 
be shifted to an ambulatory care setting or other 
settings. GAO has held that VA medical centers ration 
outpatient care inconsistently to both high income and 
lower Income veterans (GAO-HRD-93-106) . Currently, VA 
does not operate a cost-efficient preventive or primary 
care program, nor does it apply patient eligibility 
guidelines in a consistent manner throughout the system. 

The American Legion is very 0 |ftimistic that internal 
efforts recommended by the Under Secretary for Health may 
generate greater savings and better utilization of 
resources. VA has estimated the planned facility 
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consolidations and integration of services will take as 
long as 1-2 years for full Implementation. Some immediate 
savings will be realized. However, resources will have to 
be diverted from medical care funds to compensate for any 
miscalculation in the projected management initiative 
savings. 

rollow-up questions from Honorable Niohael P. Flanagan 

1. In your opinion, how adequate is the vision the 
Administration's budget proposal sets forth in addressing 
the issue of eligibility reform? How would you propose 
that the VA approach this issue, which is critical to 
providing more cost effective and modernized service to 
veterans? 

Answer : The American Legion views the Administration's 
Fy 1996 budget proposal as unsatisfactory on the issue of 
eligibility reform. The FY 1996 VA budget proposal is 
based on current law. The American Legion believes that VA 
must present a comprehensive, incrementally attainable 
proposal to correct the disparity of equity of access to 
care for veterans, and to promote a more holistic, 
cost-efficient approach in the provision of medical care 
services. 

Although Phase I of the Reinventing Government 
Initiative has created momentum toward more streamlined 
operations, and this restructuring may provide more 
efficient services, it alone is not a panacea for necessary 
eligibility reform. 

2. What are your priorities for management reform in 
Veterans' Affairs hospitals? 

Answer : The American Legion enthusiastically supports 
the proposal of the Under Secretary for Health to eliminate 
the current four medical region concept and initiate the 
Veterans Integrated Service Network (VISN) concept. This 
network will help streamline administrative layering and 
promote a more efficient utilization of resources. 

In addition, streamlining VA bureaucracy will 
decentralize VA management operations to improve program 
efficiency, empower local managers and Increase 
responsiveness to veterans' health needs. Also, this 
action will deregulate contracting, resource sharing and 
personnel management functions. 

3. Does the Administration's budget proposal adequately 
address your priorities concerning management reform of VA 
hospitals? 
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Answer : The FY 1996 VA budget proposal does not 
directly mention the Under Secretary's VISN proposal. 
However, the proposal does include certain management and 
program changes which are forecast to result in a FY 1996 
savings of $335 million and 3,429 FTE. 

As far as setting forth a comprehensive initiative to 
streamline management functions, the proposals contained in 
VA'a FY 1996 budget proposal are somewhat vague and 
ill-defined. There is not a clear road map included to 
adequately describe how VA will successfully transit all of 
the proposed program changes. 

If The American Legion can be of further assistance 
with regard to these matters, please let me know. 


Sincerely yours. 





Carroll Williams, Director 
National Veterans Affairs and 
Rehabilitation Commission 
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BOUSE VETERAHS' ArTAIES C CEECTTEE 
BEARIEG on 

U.S. COURT or VBTERAIIS APPEALS 
FISCAL TRAR 1996 BUDGET 
PEBRUARX 24, 1995 

QUESTIONS rOR THE RECORD 
CBAIRKAM DOB STUMP 

Court of Votorans Appoals 

1. QUESTION: What is the actual docket size? 

ANSWER: At the end of February 1995, the Court had 1052 cases 
pending on its docket. 

2. QUESTION: Since COVA's inception, how many cases have been 
decided on a monthly basis? 

ANSWER: The Court has decided an average of 115 cases per 
month since it issued its first decision in January 1990. 

3. QUESTION: What are the apparent docket trends? 

ANSWER: The Court's new case filings have remained fairly 
steady over the last two fiscal years at about 1,200 per year. If 
the predictions of increased output by the Board of Veterans' 
Appeals come to pass, the Court expects a commensurate increase in 
appeals. 

4. QUESTION: what is the average tine for a case pending before 
COVA? 


ANSWER: The Court's most recently decided cases took an 
average of 375 days from initial filing to decision. 

5. QUESTION: What type of measurements were used to determine the 
efficiency and effectiveness of maintaining COVA's case load? 

ANSWER: Like other courts, the Court uses internal peer review 
processes to monitor the timeliness and legal consistency of its 
judicial actions. Within the last year, it has increased the use 
of alternative dispute resolution <ADR> through Court-directed 
telephone and ln~person conferences between the parties. Court 
efficiency has also been enhanced by the involvement of pro bono 
counsel, who bring helpful focus to the often-unstructured 
arguments of unrepresented appellants. 

6. QUESTION: what has been the rate of pro se cases each year 
(after legal representation was offered)? 

ANSWER: For cases decided in fiscal year (FY) 1994, the new- 
appeals pro se rate of 60% was reduced to 56% by the time of 
decision. The latter figure was not calculated before FY 1994. 

7. QUESTION: What type of cases are offered free legal 

representation? Describe the case-screening process. 

ANSWER: Each appellant who requests assistance through the 
Veterans Fro Bono Representation Program (Program) has his or her 
case screened initially for financial eligibility by staff of the 
Veterans Pro Bono Consortium (Consortium) . If the appellant meets 
the financial eligibility criteria, then the case is evaluated for 
merit by the Consortium. The Court's case file, maintained by the 
Court, and the claims file, maintained by the Department of 
Veterans Affairs (VA) , is then reviewed. This review is conducted 
to determine whether a case should be accepted or rejected based on 
the merit or lack of merit of the appeal. This legal review 
examines whether there are constitutional, statutory, or regulatory 
issues which should be considered. If the case is accepted into 
the Program and placed with a pro bono attorney, that attorney is 
furnished with a screening memorandum which details the salient 
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issues found during the screening review. If the case is rejected, 
the screening memorandum forms the basis for written advice to the 
appellant, explaining in detail why the case has not been accepted 
for placement with a Program attorney. This advice may include 
information regarding any evidentiary flaws in the case, and a 
recommended ' course of action to be pursued at the agency level. 
While most of the cases concern disability issues, the Consortium 
also receives cases related to VA home loan, insurance, education, 
pension, and death benefits, as well as other claims. 

8. QUESTION: Define eligibility requirements for free legal 
representation and free legal advice? What are the different 
thresholds for each? 

ANSWER: As noted above, each claimant who seeks assistance 
through the Pro Bono Program must pass an initial financial 
eligibility test. In order to qualify for representation under the 
Program, an appellant must: (1) have received a needs-based 
waiver of the S50 filing fee by the Court; (2) have income, not 
counting VA disability or pension income, less than twice the 
weighted average poverty threshold for non-farm families of a 
specified size; 2L present a claim involving an amount in 
controversy of less than $2,000. If the appellant meets any one of 
these three financial criteria, the case is then evaluated for 
merit. There are no different eligibility requirements for legal 
representation versus legal advice. If the case is placed with an 
attorney assigned through the Program, the Consortium only monitors 
the progress of the case and does not otherwise intrude in the 
attorney-client relationship. The assigned attorney can seek 
advice or assistance from Program mentors, but that is at the 
option of the pro bono attorney. When a case is not accepted into 
the Program, the appellant is advised why his or her case was 
rejected. As stated earlier in the answer to question 7, the 
Program advises an appellant whose case has been rejected of 
substantive or procedural claims defects discovered during the 
evaluation process, and, where appropriate, the appellant Is 
informed how such a problem can possibly be remedied. For example, 
if an appellant has been denied service connection for a disability 
because he or she lacks medical evidence supporting a claim that 
the disability was incurred in, or aggravated by, military service, 
Program staff may suggest that the appellant attempt to obtain a 
medical opinion supporting the claim and then seek to reopen the 
claim at the VA Regional Office based on "new and material" 
evidence . 

9. QUESTION: Define the difference between legal advice and 
actual representation? What constitutes bare-bones legal advice? 

ANSWER: See numbek- 8, above. The Program does not officially 
use the term "bare-bones" legal advice, but an instance that night 
fit this description would be a situation where Program staff 
informs an appellant that his or her case fails to meet the Court's 
jurisdictional requirements. For example, the appellant's Notice 
of Disagreement (with the Regional Office decision) may have been 
filed at the VA before November 1968, or the appellant may have 
failed to file a Notice of Appeal with the Court within 120 days 
after notice of the 5VA decision is mailed. Under the statutory 
grant of authority to the Court, both situations deprive it of 
jurisdiction, and there is nothing the Program can suggest to an 
appellant that would cure these "show stopping" defects. The 
appellants in such cases are normally advised to withdraw their 
appeals . 

10 and 11. QUESTION 10: Since the inception of the Pro Bono 
Program, how much money has been allotted for training volunteer 
attorneys? QUESTION 11: What are total expenditures, to date, for 
the attorney training programs? What is the cost per attorney? 

ANSWER: The FY 93 and FY 94 Annual Reports reflect the 
following amounts allotted and actually expended, respectively, for 
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the Education Component of the Consortium, which is responsible for 
the training of pro bono attorneys: 




ALLOTTED 

EXPENDED 

FY 

93 

$128,222 

$177,959 

FY 

94 

$122,316 

$126,604 

FY 

95 

$128, 122 

$ 23,963 (First Qtr 


The training cost per attorney, as reported in the FY 94 Annual 
Report, was computed at $917. This was calculated by dividing the 
total cost of the Education Component ($126,604) by the number of 
attorneys (138) who accepted cases.* This represented a 
substantial reduction in training costs per attorney from the FY 93 
figure of $1,23S, as reported in the FY 93 Annual Report of the Pro 
Bono Program. The average cost for training an attorney is 
substantially less in FY 94 because there were no start-up costs in 
FY 94 and because many volunteers too)c more than one case. 
Mentoring costs are also included in the overall "training budget." 

12. QUESTION: How many attorneys have participated from the 
Washington, D.C., metropolitan area? How many attorneys have 
participated and are located outside D.C.? 

ANSWER: The majority of Program attorneys come from the 
greater Washington, D.C. metropolitan area (broadly defined to 
include both the Baltimore and Washington metropolitan areas, and 
adjacent Maryland and Virginia counties and cities), although the 
Program has been successful in attracting the participation of 
Program attorneys from a total of 25 other jurisdictions from the 
Program's inception. The term "participated" is susceptible of 
several definitions. For example, the Program has "recruited” 
attorneys who may or may not have required training, and those 
requiring training may or may not have attended some form of 
training in veterans law. In addition, some "trained* attorneys 
have not yet been assigned a case. 

As reported in the FY 93 Annual Report, 185 attorneys were 
recruited into the Program. In FY 93, 140 attorneys attended one 
of three day-long training courses offered in conjunction with the 
D.C. Bar, and an additional 21 attorneys were provided with a 
training videotape, as reported in the FY 94 Annual Report, 123 
attorneys were recruited into the Program in FY 94*; 99 attorneys 
attended one of three training courses; and 11 attorneys received 
the training videotape. In the Program's first year of operation, 
148 or 80% of Program attorneys, representing 43 area law firms, 
came from the D.C. metropolitan area. In FY 94, the number and 
percentage of attorneys from the D.C. metropolitan area declined to 
89 and 72%, respectively (from 50 area law firms), as the Program 
expanded its scope to include additional jurisdictions. Not only 
is the Program assisting claimants with their appeals, but it is 
assisting the Court in developing a nationwide bar of attorneys 
trained and qualified to represent claisvants before the Court. At 
the present time, 35 attorneys are undergoing "at home" training by 
reviewing Consortium-produced videotapes. 

Since the Program's inception, 264* attorneys (including ”B" 
grant attorneys [please see the answer provided for question 14 for 
a definition of "B" grant attorneys]) have participated from the 


* See Annual Report 1994 at 7, n. 6. 

» Id. 

* This total of 264 is comprised of 140 D.C. area attorneys 

recruited in FY 93, 89 D.C. area attorneys recruited in FY 94, and 

35 D.C. area attorneys recruited in the first quarter of FY 95. 
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D.C. metropolitan area, and 83* attorneys (including grant 
attorneys) from outside the D.C. metropolitan area have 
participated in the Program. 

The thrice-yearly training sessions are essential focal points 
for recruiting. The D.C. Bar provides free assistance (mailings, 
facilities, etc.) to the Program since these events complement the 
D.C. Bar's overall on-going continuing legal education program. 

13. QUESTION: Is it true that only 159 attorneys have completed 
at least one case? 

ANSWER: No. Two hundred fifty-one attorneys have completed 
at least one case ("completed" being defined as awaiting a decision 
of the Court after having filed an initial and, if appropriate, a 
reply brief (49) or having received a decision from the Court 
(202) , One hundred and forty two attorneys have cases pending (not 
yet "completed") . 

14. QUESTION: Describe the difference between the Consortium-run 
training program and those attorneys who have participated in the 
pro bono program? 

ANSWER: The Program has two different kinds of attorneys: (1) 
pro bono attorneys under the "A" grant; and (2) "B* grant 
attorneys. Pro bono attorneys are recruited from the private bar 
to participate in the Program under the "A” grant. If the attorney 
has prior )cnowledge and experience in veterans law (for example, 
he/she may already be admitted to the Court's bar, and may have 
previously represented one or more claimants at the Court or before 
the BVA) , then the training requirement can be waived. If training 
is required, it is provided by the Consortium through either 
training classes, or by means of a training videotape. In 
addition, pro bono attorneys are furnished extensive resource 
materials (the two-volume Veterans Benefits Manual and latest 
Supplement), and can consult with the Program's case monitors ^nd 
mentoring attorneys on the Court's Rules of Practice and Procedure 
and substantive legal issues; sample briefs and pleadings are also 
available. By definition, pro bono attorneys perform all services 
for the appellant without any charge to the individual claimant 
being represented. 

About 1$ percent of the grant funds are designated for the Pro 
Bono Program's "B" grant. This is an expansion grant with specific 
contractual provisions, and augments the representation provided by 
volunteer attorneys through the "A" grant. In FY 94 there were two 
joint "B” grantees - the National Veterans Legal Services Project 
(NVLSP) and the Paralyzed Veterans of America (PVA) . They received 
a grant to represent appellants in a minimum of 46 cases. The "B" 
grantees actually accepted 49 cases which are assigned through the 
Consortium. The "B" grantees are required to provide matching 
funds in an amount equal to the amount of "B” grant funds actually 
expended during the year (please note that the total non-reimbursed 
contribution of the organizations supporting the *B* grant 
approximated $80,000 in FY 94). However, the total amount of 
matching funds provided by the four organizations participating in 
the Consortium and in the "B” grant approximated $300,000 in FY 
1994. 

The "B" grant in FY 95 requires a minimum of 30 case 
assignments; this expansion grant enables the Consortium to assign 
more complex or demanding cases, or those with some immediate 
problem, to attorneys with in-depth knowledge and training In 
veterans law. The "B" grant makes an Invaluable contribution to 
the effectiveness of the overall Pro Bono Program. 


* This total of 83 attorneys from outside the D.C. area is 
comprised of 37 non-D.C. area attorneys recruited in FY 93/ 34 non* 
D.C. area attorneys recruited in FY 94, and 12 non-D.C. area 
attorneys recruited in the first quarter of FY 95. 
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